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CONTOURED ANTERIOR BANDS 


@ Quicker, more accurate fit at gingival and 
incisal margins. 

@ Better fit on incisors where proximal sides are 
convex 

@ When convex surface is burnished on lingual of 
incisor, the band becomes concave, practically self- 
fitting to the lingual concavity of the incisor .003” 
thick. 


CONTOURED CUSPID and BICUSPID BANDS 


@ Practically self-fitting, designed to eliminate 
necessity of festooning interproximal edges. | 

@ Shaped to bend parallel to the cut 

@ Eliminates “dogears” on cuspids .004” thick. 


All bands available in highly tarnish-resistant precious metal alloy or 
Duro-Lus Stainless Steel, with or without brackets. 


WILLIAMS 


PRECISION BRACKETS 

@ Precision machined for perfect fit of .022” x .028” 
rectangular wire. 

@ High fusing metal, alloyed for extreme hardness 
and resistance to wear. 

@ Narrow (.050”) or wide (.100”). 


WILLIAMS 


ORTHODONTIC WIRES 

© Size .022” x .028” to fit Williams Brackets. Also in 
021” x 025” or .022” x .025”. Also arch and 
spring wires in all gages. 

@ In precious metal alloy or Duro-Lus Stainless Steel. 


Whitman 
3-IN-1 COMBINATION INSTRUMENT 


@ Gauge insures uniform alignment of brackets. @ Burnisher is adaptable to all conformations. 
@ Seater insures accuracy of band heights. ® Surgical steel inserts, aluminum handle. 


WRITE FOR COMPLETE FOLDER ON MATERIALS FOR EDGEWISE TECHNIC 
Also Simplified Ordering Charts — All Technics, 


LLI A MS « GOLD R REFINING "INC. 


2978 MAIN ST., BUFFALO 14, N.Y. @ ERIE. 
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BAKER ORTHODONTIC GOLD SOLDERS 


Baker Solders are named according to their fineness as stamped. They 
ass have unusual wetting properties, flow freely and form strong, dense, 
. a) smooth joints without gaseous pits. Our solders are not brittle in wire 


ty form. They are packaged on spools of 5 dwts. to fit our spout containers. 
' 28 gauge (.013”), 25 gauge (.018”), or very heavy 23 gauge (.022”). In 
1 dwt. pieces, 1 dwt. narrow strips, 2 dwt. wide strips. 14K 450 Fine is 
a Universal Solder used for all types of connections on steel as well as 
precious metals. 18K 650 Fine is higher fusing. We list other Ortho- 

dontia Solders. 


HIGH QUALITY SEAMLESS TUBING AND TUBES 


We supply Oralium tubes and tubing _ to fit our wire precisely and is exception- 
f almost exclusively because of its hard- ally smooth and uniform. 

ness, non-stretching qualities and high All round tubing has a wall thickness 
fusing point. It does not oxidize and is of .012”. 

low in cost. All Baker tubing is drawn All lingual tubes have a wall of .015”, 


Always order half-round Oralium Tubes mounted on a a straight piece of 
Q-A Post wire to insure fit. c —~f ~ 


D-SHAPE TUBES AND POSTS COME HALF-ROUND TUBES AND POSTS TUBES HAVE SYMMETRICAL D-SHAPE TUBE AND 
ON Q@-A SEGMENTED WIRE TO FIT. A SHEET OF SOLDER IN PLACE. POSTS POST COLLAR SNAPS OVER ARCH 


ARE GROOVED OUT TO RECEIVE WIRE. WIRE AND IS PLACED IN PERFECT 
POSITION BEFORE SOLDERING. MADE 
TO FIT .036, .038, .040 ARCH WIRE. 


EXTRA WIDTH OR REGULAR WIDTH 


ALL COMBINATION DOUBLE HEADGEAR 
TUBES. SAVE CONSIDERABLE TIME. 


PREFORMED ANTERIOR BANDS 


Made of Nickel-Chrome Stainless Steel only, “ 
14 sizes supplied plain or with Anterior or 


Molar Edgewise Brackets without flanges, 
with genuine Johnson Steel Locks or with 53 >" 
locks of your choice. 


JOHNSON 


TWIN-ARCH SQME OF THE DOZENS OF LOCKS, BRACKETS AND 


LOCK 


ATTACHMENTS EXPLAINED IN OUR CATALOG. 


| = TWIN-ARCH ANTERIOR MOLAR SIAMESE McCOY HOWE 
TWIN-ARCH _, SLIDE PIN EDGEWISE  EDGEWISE  EDGEWISE OPEN TUBE BRACKET 


TIE BRACKET ATTACHMENT BRACKET ee BRACKET 


WRITE FOR COMPLETE CATALOG, PRICE LIST AND PAD OF POSTPAID ORDER CARDS 


(ANGELAARLD 44M ES, 141M 


BAKER DENTAL DIVISION 
850 PASSAIC AVENUE ¢ EAST NEWARK, NEW JERSEY 


477 Madison Ave. 55 E. Washington St. 760 Market St. 1111 Wilshire Bivd. THE WORLD'S LARGEST 


New York, 22 Chicago, 2 San Francisco, 2 los Angeles pope oan 
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OPERATING 


LABORATORY 
AIDS 


) Minutes! 


Dear Doctor: 


Have you 5 minutes to look 
through the catalogue we sent you 
a few months ago? There are a 
number of items, exclusively ours, 


that will assist you in saving hours 
of ‘‘Chair Time.”’ 


New brackets—New attachments 
—New tubes—New materials — 
New pliers—New aids. 


Cordially yours, 
Betta Orthodontic Supplies 


ORTHO TUBING 


‘TTA ORTHODONTIC SUPPLIES 


0 WEST S4TH STREET NEW YORK 19 
ORTHODONTIC . WE HAVE 


INSTRUMENTS 
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BETTA | 
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.. presenting the 


ASHER 
FACE BOWS 


All face bows available with 
or without anterior hooks 


Anterior hooks both weld- 
“ ed and soldered 


WON'T PART 
$1.00 each, lots of 50 


$1.25 each, lots of 12 


welded and soldered anterior hooks 
for elastics on inner arch, add 35¢ 
per face bow. 


Face Bows can be assorted 
for quantity prices .023 slot in prong 


Arch Condensing Face Bow used 
in Extraction cases. Same price 
as for face bows with anterior 
hooks. Pat. applied for. 


Center Spur Face Bows. By adjusting outer arms up and inserting 
center spur incisal to arch wire, when neck strap is applied, a 
high pull incisor action will help correct deep overbites. By ad- 
justing outer arms down and inserting center spur gingivally to 
the arch wire, a low pull incisor action will help correct open 
bites. Same price as for face bows with anterior hooks. 


Preformed Labial Arches. Uniformly 
shaped to the average arch. Only 
slight adjustments necessary to fit. 
.032, .036, .040, .044 and .050 avail- 
able, $12.50 per hundred. Sizes may 
be mixed for quantity price. 


Long Arm Face Bow 
Long arm is traction side. 


Western Representatives: 
P. A. SHIFFMAN ¢ A. H. ASHER 
4753. Broadway 5121 Cumberland Avenue 
) Chicago 40, Illinois Westminster, California 
Phone: LOngbeach 1-4375 Phone: TWinoaks 7-1893 
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Sages Tuc. 


4753 Broadway 
Chicago 40, Illinois 
Phone: LOngbeach 1-4375 


WIRE SIZES: 


Outer arms .060” and .065” 
Inner arches .044” or .050” 
to slide smoothly thru buccal tubes 


Western Representatives: 


P. A. SHIFFMAN « A. H. ASHER 
5121 Cumberland Avenue 
Westminster, California 

Phone: TWinoaks 7-1893 


Heavy Face Bow Adjusting Pliers. Front section of face 
bow can be adjusted to form of malocclusion, either 
V shaped or squared for high cuspid cases at start of 
treatment and then reshaped to ideal form as case 
progresses. Pliers $10.00 


THE HOUSE OF FACE BOWS ... AND FACE BOW IDEAS 


ASHER FACE BOWS: 


¢ Fifteen years of clinical perfection as to form and construction. 


* Easily fitted in mouth in 60 seconds. 
* Breakage is minimal. 


*Most comfortable and least conspicuous. 
* Outer arms correct length for best leverage with least bending. Formed ends balled and highly polished. 


*Molar stops can be made with fine beaked No. 139 pliers, faster and safer. Just mark point of stop 
with soft white or red pencil, and bayonet bend to form stop. 


PLAIN FACE BOWS—NO ANTERIOR HOOKS 
.044 inner arch—.060 outer arms 
.044 inner arch. 
-044 inner arch with center spur. 
-044 inner arch—one outer arm much longer. 
Longer arm is power side. 
No movement on short arm side. 
.044 inner arch—one outer arm is 1/,” shorter. 
Longer arm extended for power action. 
Most useful for average case, where retraction is 
necessary in both buccal segments, but a little more 
necessary on one side. 


.044 inner arch with ends of both outer .065 arms 
straight and one inch longer. 


BE& CS .044 inner arch same as above but with center spur. 


FACE BOWS WITH WELDED AND SOLDERED 
ANTERIOR HOOKS 


.044 inner arch—.060 outer arms 
.044 inner arch. 
.044 inner arch with center spur. 


.044 inner arch—one outer arm much longer. 
Longer arm is power side. 
No movement on short arm side. 


.044 inner arch—one outer arm is 1,” shorter. 
Longer arm extended for power action. 

Most useful for average case, where retraction is 
necessary on both buccal segments, but a little 
more on one side. 


.044 inner arch with ends of both outer .065 arms 
straight and one inch longer. 


.044 inner arch same as above but with center spur. 


PLAIN FACE BOWS—NO ANTERIOR HOOKS 
.050 inner arch—.060 outer arms 


150P .050 inner arch. 
151CS .050 inner arch with center spur. 


152LA .050 inner arch—one outer arm much longer. 
Longer arm is power side. 
No movement on short arm side. 


.050 inner arch—one outer arm is ¥/,” shorter. 
Longer arm extended for power action. 

Most useful for average case, where retraction is 
necessary on both buccal segments, but a little more 
necessary on one side. 


154SE .050 inner arch with ends of both outer .065 arms 
straight and one inch longer. 


155SE & CS .050 inner arch same as above but with center spur. 


FACE BOWS WITH WELDED AND SOLDERED 
ANTERIOR HOOKS 


.050 inner arch—.060 outer arms 
250AH .050 inner arch. 
251CS .050 inner arch with center spur. 


.050 inner arch—one outer arm much longer. 
Longer arm is power side. 
No movement on short side. 


.050 inner arch—one outer arm is \/,” shorter. 
Longer arm extended for power action. 

Most useful for average case, where retraction is 
necessary on both buccal segments, but a little 
more on one side. 


256SE .050 inner arch with ends of both outer .065 arms 
straight and one inch longer. 


257SE & CS _—_.050 inner arch same as above but with center spur. 


252LA Left 
253LA Right 


254SLA Left 
255SLA Right 


301 Arch condensing face bow. Two prongs with .023 slot, welded and soldered. WON'T PART. Used in 
extraction cases to close anterior spaces in either maxillary or mandibular arch. Outer arms .060 


ALL FACE BOWS CAN BE ASSORTED FOR QUANTITY PRICE 


153SLA 
LA 
| J 
Right 
BLA Right 
CS 


oTHER DEE propucts 
FOR ORTHODONTICS 
Dee Lock Wire 


Deeortho Band Material 
Deeortho Buccal Tubes 
Deeortho Half-Round Tubes 
Dee Solder Wire 
these 


products furnished at 
your request. 


DEEPEP wire 


Ws UY 


| 


4 
4 
4 


This gold-platinum alloy combines stiffness with just 
enough flexibility for accurate workability and with 
sufficient “spring back” to function properly where this 
quality is needed. In addition, DEEPEP wire responds 
readily to heat treatment. 


These qualities make DEEPEP wire very satisfactory 
for lingual arches, auxiliary springs, stop springs and 
stabilizers and it is widely used for these purposes. 
You have to use DEEPEP wire to appreciate its ex- 
ceptionally fine working properties. Once you try it, 
we’re confident you will continue to use it. Your dealer 
can supply you. Insist on stamped wire to be certain 
you’re getting genuine Deepep. 


HANDY & HARMAN 


- DEE PRODUCTS GENERAL OFFICES & PLANT 
1900 WEST KINZIE STREET CHICAGO 22, ILL. 


TORONTO 2B, ONTARIO, 141 JOHN ST. © LOS ANGELES 63, CALIF., 3625 MEDFORD ST. 
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The ELF, DCA’s Elastic Laminated Finisher, 
moves each tooth gently and firmly according 
to your prescription . . . reducing bandwearing’ 
time by months. 


The “magic” of this movement results from 
DCA’s special process of laminating a hard pink 
rubber to the inner surface of the rubber fin- 
ishing appliance. Lamination also permits a 
narrower flange for greater comfort and 
improved appearance, thus increasing patient 
cooperation. 


If you haven’t yet seen the ELF in action, 
prescribe one soon. Write DCA for prescription 
sheets and mailing cartons specially designed 
to protect your models. 


there’s “magic” 
in the ELF 


for you and your patient 


Included with each ELF is an attractive zipper carry- 
ing case and a handsomely illustrated instruction 
booklet to introduce your patient to the “magic” in 
the ELF. 


The ELF prepared from 


your own waxed set-up ....... $415 


M@ waxed set-up by DCA skilled technicians . $30 
(from your plaster model and set-up prescription) 


dental Corporation of America 
278 carroll st., n.w., washington 12, d.c. 
taylor 9-2261 


* T. M. PEND © vca 1961 PREPARED BY KENNETH L. NATHANSON ASSOCIATES 
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...Is the profession’s 
‘‘favorite toothbrush”’ 


For very good reason, Py-co-pay is the out- 
standing first choice of the dental profession 
among toothbrushes. That reason is 
superiority ... 


In design—first in professional standards— 
small, narrow head 1" long; uniformly trim- 
med bristles; straight, rigid 6" handle. 


In patient benefits—fits better in lingual areas, 
covers each brushing position thoroughly; 
patented ‘‘Duratized’’* natural bristles last 
longer. Nylon and natural brushes are “‘Ster- 
atized’’* to inhibit bacteria for the effective 
life of the brush. 


PLUS THESE SPECIAL FEATURES 


@ Py-co-TIP—fiexible rubber tip for interdental 
stimulation. 


@ Choice of bristle texture to meet every need 
—medium, hard and extra hard nylon; 
“Softex”’ multi-tufted nylon; hard and extra 
hard natural. Junior brush in medium nylon. 


Widely distributed thru retail stores so that 
patients can easily follow their dentist’s specific 
recommendations. 


Available to the profession at special low 
prices for patient instruction in oral hygiene. 


ba M. 


BLOCK DRUG COMPANY, INC. 
Jersey City 2, New Jersey 


‘recommended by more dentists than any other toothbrush 
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STEINER SPRING WING ROTATION BRACKET 
NEW MEDIUM LENGTH 


Another important first from 
Unitek. This time it's a highly 
resilient spring wing Rotation 
Bracket. This new Edgewiseff. 
Bracket works continuously, 
delivering a variable, controlled 
force over a longer distance. 
Its smooth, multiple spring /ea 
elements store and deliver en- 
ergy for positive, yet gentle 
action to rotate wayward teeth. 
Force for rotation can be deliv: 
ered over a wide range. 


Furnished with .018 or .022 slots 
Steiner Spring Wings are avail 
able now to fill your needs. And 
of course, Unitek will weld the 
new Steiner Spring-Wing 
Bracket to the band of you 
choice—at any angle, in an 
position. 


SPRING LEAF DESIGN 


THE SPRING WING IN ACTION 


UNITEK CORPORATION 
950 Royal Oaks Drive, Monrovia, California 
Lincoln Building, 60 E. 42nd St. New York 
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the only complete 


x-ray unitfor | 
lighly 
sation orthodontists 
>wise 
Jusly, The CephalometriX is the first complete, com- 
rolled pact x-ray unit ever designed specifically 
ance, 


for producing sharp, brilliant cephalograms 


1g lea 
or en- and intra-oral radiographs in the orthodontic 
entle 
teeth. 


deliv: 


office. 


Designed and manufactured by Universal 


X-ray Products, Inc., one of the largest pro- 


2 slots ducers of self-contained x-ray equipment in 
avail 
3. And 
Id the 
Wing 
YOU 
n an 


the world. 


The CephalometriX is the first unit of its 
kind to be produced on a production line 


basis in a modern, air conditioned plant 


with the very latest precision equipment. 


The CephalometriX eliminates the old-fashioned procedure of fastening individual components 


to the wall. IT HAS REVOLUTIONIZED PROCEDURES OF ORTHODONTIC RADIOGRAPHY! 


ee SEND TODAY for complete in- 
nen formation and down-to-earth prices. 


The CephalometriX is made for and 

distributed by— 

MOSS X-ray and Medical’ 
Equipment Co. 

1672 West Ogden Avenue 
Chicago 12, Illinois 

CITY U. S.A. 


NAME 
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LIGHT WIRE 
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INDIRECT BANDING 


MODEL SCULPTURE 
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PROVIDING SERVICES AND SUPPLIES IS A SPECIALITY - YOU 
HAVE TO BE SHARP TO RETAIN CONTINUED CONFIDENCE 


Point is -- there are many organizations offering supplies and services to 
the Orthodontist. The distinguishing features of T-P Laboratories, Inc. are 
fast service, quality products and attractive prices. To put it bluntly, we 
continue to provide these things and more. 


And, an attractive catalog helps too -- that is why we have just distributed 
our all new Catalog 600. 


Please write for your copy if it has not already been received in your office. 


TP LABORATORIES, 


POST OFFICE BOX 73 LA PORTE, INDIANA 
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BARNET JAFFE 


TECHNICIAN 
for Servicing 
COMPLETE ORTHODONTIC 


SERVICES ORTHODONTISTS 


Specialists in... 


INDIRECT BANDING 


~— WITH PERMAROCK DIES — 


Fabricated with the attachments of your choice 


A record of dependability built on performance 


150-08 LIBERTY AVENUE 
JAMAICA 33, L. I, N.Y. 
AXtel 7-6640 
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ORMCO 


introduces a new concept in edgewise buccal tube design. Through months of scien- 
tific study and the measurement of hundreds of cases, it has been determined that in approxi- 
mately 90 percent of the cases, the upper molars are rotated disto-lingually. This anatomical 
fact has been overlooked by manufacturers. ORMCO introduces its angulated buccal tube as 
a more useful and time-saving device. The edgewise tube and the round tube for face bow use | 
are fabricated in one piece for superior strength. 


All ormco buccal tubes are designed to eliminate the food trap. Incorporated also are built- 
in distal extensions for elastics and tie wire. All oRMCO buccal tubes are made of the superior 
chrome alloy, Chromel. 


The upper buccal tube is set at an angle of 10° relative to the welding flange. This rotates the 
molar tooth distolingually without the necessity of arch wire bends. The angle design allows 
the tube to be placed farther distally, thereby allowing more room for loops, springs, stops, 
etc., mesial to the tube. 


You are invited 
to examine 


these 2 new products of 
ORMCO research* 


WRITE: Orthodontic Research & Manufacturing Corp. 816 Dodsworth Ave., Covina, Calif. 


samples on request 


ORMCO’s preformed ligature wires are great time-savers, cut to fit standard ligature tying 
pliers with ample length. The uniform preformed shape insures quick and sure ties with 


minimum effort. 


These ligature wires are packaged in time-saving plastic tube dispensers, sanitary and con- 
venient, with 333 wires to a dispenser. They are made of diamond drawn Chromel. Avail- 


able in .009, .010, and .011 diameter. 4/21 
A.A.O Convention, Denver. 4/16 to | 


on display at the 


ducts 
*See these and other ORMCO pr? 


New 5-row 
with multiple tufts 
in natural bristle 
or flexible Nylon 


DUAL-ACTION 


Unique center-row groove 
with longer outer rows for 
spread action; increased 
brushing strength; reaches 
all crevices, around 
and under appliances. 


| Note center 
row groove 


Long tufts 
for picking; 
reaches last 
molar. 


4-row, contoured 


SHORTY 


Natural or Nylon. Gets in 
and under embrasures. 


BRUSHES 


... scientifically designed to fit 
your patient’s particular needs 


3-row, dual-action 


JUNIOR 


For the small child. 
Flexible Nylon bristles. 


For Free Sample 
write BI-PO Company 
616 University Avenue, 
Palo Alto, California 


For Professional Supply 
order from your 
orthodontic supply 
dealer 


SPF 
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ECONOMICAL FOR DAIL 
USE AT THE CHAIR 
Square or Rectangular Wire 
Oscarchrome brite... . 
$10.20 per dz., $110.00 per gross 
Superspring golden brown. . . 
$10.70 per dz., $115.50 per gross 


Round Wire 


Oscarchrome brite. . . 
$ 5.40 per dz., $ 58.30 per gross 
Superspring golden brown. . . 

$ 5.90 per dz., $ 63.70 per gross 


the Oscarchrome— Brite Wire 


or Oscar Super Spring golden brown wire 


The remarkable constancy of the combined mesio-distal widths 
of the centrals, laterals, and cuspids makes possible the fab- 
rication of a machine formed, symmetrical, pre-torqued ideal 
edgewise arch. These arches will fit at least 95% of all 
patients. Lateral offset and cuspid bends are incorporated. 
Upper arches incorporate 10° or 12° uniform torque 
throughout and lower arches 0° or 5° torque. In use 
the arch is simply modified slightly to fit the patient’s 
arch form and the buccal sections are reverse 
torqued. Arches are long enough to incorporate 
vertical closing loops. 
Perfectly formed and perfectly torqued these 
arches save valuable chair time. Your use of 
Henry ideal arches insures consistent 
results throughout each case. 


All sizes and types of wire can be combined for quantity price. 


MINUTES CHAIR TIME 


AWIDE CHOICE OF WIRE SIZES FOR 
YOUR SELECTION IN BOTH TYPES OF WIRE 


Upper arches torqued 10° or 12° 


Lower arches torqued 0° or 5° 


Round Wire Square Wire Rectangular Wire 
Cat. No. H-115 Cat. No. H-120 Cat. No. H-125 
.018” .016” x .016” .018” x .022” 
.020” .018” x .018” 018” x .025” 
.019” x .019” x .026” 
x .022” 021” x .025” 
0215” x .028” 


SP! CIFY WIRE SIZE, TORQUE AND TYPE OF WIRE DESIRED 


302 AGNES ST.ce INDIANAPOLIS 7, 


IND. 


HENRY /dea/ fe h 
T. M. REG. 
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ORTHODONTIC 
LABORATORY 


First in Modern Orthodontic Technique 


invites you 
to send your models and prescriptions 
for our new unique 


HAWLEY RETAINER 


IN FLAT WIRE 


This is a new specialty recently added to 
our complete line which includes: 


¢ ORTHODONTIC APPLIANCES 


in GOLD, STEEL, and ACRYLIC 


¢ ANATOMIC POSITIONERS 
¢ MOUTHPIECES 
¢ WHITMAN Elastic APPLIANCES 


All of these appliances reflect our use of the most technically 
advanced methods and ideas. 


THIS IS YOUR LABORATORY .. . 


© for extremely careful execution of that special 
idea or design 


® for really custom-made appliances that are 
made to fit with minimum of time and effort 
on your part 


We offer the advantage of posnnt and dependable nationwide and world- 
wide service. Regardless of your location, you get immediate personalized 


———. Our pro — delivery and mail order service is exceptiona 


and your time edule is our guide. 


Your questions and ideas stimulate us to greater effort. We 
invite and welcome them. 


BOOKLET available on request 


ORTHODONTIC SPECIALTIES LABORATORY 
122 East 25th St., New York 10, N. Y. 


i 
| 
| 
: 
i 
& 
i 


Get On The Right Track... 


Switch To— 


New Design Milled Edgewise Brackets. This 
new design provides more working space in 
the wing area which allows the extra room 
for placing and tying of ligature wires and 
simplifies cement removal—makes this part 
of your job easier and faster. 


Chromex Edgewise Brackets have pre-curved 
welding flanges, all smooth, non-irritating 
surfaces, rounded edges and are highly 
polished. 


Available in... 


GT-1 Anterior Edgewise 
Brackets 

GT-2 Posterior Edgewise 
Brackets 

GT-3 Wide Double Edgewise 
Brackets 

GT-4 Medium Double Edge- 
wise Brackets 

GT-5 Narrow Double Edge- 
wise Brackets 

GT-6 Extra Wide Double 
Edgewise Brackets 


PREWELDING SERVICE—Any of the above brackets may be 
obtained as Prewelded Band Material Assemblies, securely and 
precision welded on our electronic equipment. 


Compare Chromex Quality and Economy! 


Write for our price listing of Brackets and Prewelded 
Assemblies. See how you can save 25% of your actual 
costs. 


Chromex ... today’s best buy! 


GILBERT W. THROMBLEY, INC. 


33 West 42nd Street, New York 36, N.Y. 
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FUNDAMENTALS OF TIME AND MOTION ECONOMICS 


Orthodontic bands are fundamental to a majority of pre- 
| Ce cision techniques. Preformed Chrome Alloy Bands are an 
Pee] original R.M. Development that has helped many offices 
mk increase operating efficiency 50% to 80%. New refine- 
egypt ments to our complete program of prefabrication provide 
even more effective means of improving and extending 

your orthodontic services. 


New anatomy and contoured forms practically eliminate pliering 
and improve fitting qualities. Stretching and sizing is unneces- 
sary with these new R.M. Bands, because they are furnished in 
16 evenly graduated, full sizes and 16 half sizes. The width is the 
same as the original R.M. Prefabs, except where festooned. 


Narrow width bands are generally the same as the standard width, 
except occlusal gingival dimensions are considerably less. They 
have been designed for orthodontists specifying bands that re- 
quire no trimming or pliering adjustments. Re-orders indicate that 
over 55% of R.M. Band users prefer narrow mandibular forms for 
fitting lower molars. 


You can use these fine preforms in standard widths or in special 
(Ricketts) narrow widths, plain or with brackets attached. You 
eliminate stretching by using all sizes (7 regular sizes and 7 half 
sizes), or you can use the basic regular sizes and adjust as 
necessary with the R.M. Bicuspid Band Sizer. 


Users of these prefabs acclaim them “terrific ... especially for 
bringing down high or unerupted cuspids.” Furnished in one basic, 
quick-fitting form for uppers and lowers in 8 finely graduated 
sizes. Basic introductory assortment kit, #K-44, 4 dozen, $10.00. 
Because bracket and seating lug positioning on cuspids vary with 
individuals, samples should be submitted for prescription welding. 


R.M. Anterior Bands round out the complete program of pre- 
fabrication, providing techniques that cut anterior band-fitting 
time and motion 75%.They are furnished in standard widths and 
narrow widths. You can eliminate stretching by using the full 
range of regular and half sizes, or you can employ regular sizes 
only and adjust with anterior sizer, as occasionally indicated. 


For more information and services on Band Prefabrication and other time and motion saving programs, contact your nearest R.M. Office. 


ROCKY MOUNTAIN® 
New York « DENVER « San Francisco 


COPYRIGHT 1960 ROCKY MOUNTAIN METAL PRODUCTS CO. ALL RIGHTS RESERVED. 
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PRESIDENT’S ADDRESS, SOUTHWESTERN SOCIETY 
OF ORTHODONTISTS 


JoHN W. Ricumonp, D.D.S., Kansas Crry, Kan. 


T IS my pleasure to weleome you to Kansas City, Kansas, for this fortieth 
annual session. We sincerely hope that your visit will be an enjoyable one. 
It will be our pleasure to be of help to you in any way possible. 

We are indeed fortunate to have such a splendid program arranged by 
Program Chairman Harold S. Born and his committee. To our invited guest 
essayists and clinicians, Drs. William L. Wilson of Boston, Massachusetts, Hamil- 
ton B. G. Robinson, Dean of the School of Dentistry, The University of Kansas 
City, and Arthur F. Lindquist, Jr., School of Dentistry, The University of Kan- 
sas City, our appreciation for your expenditure of time and talent in preparation 
for this meeting and in taking part in the program. 

The general table clinics will be by progressive attendance at the suggestion 
of our beloved member, E. B. (Eddie) Arnold. You will be given a numbered 
ticket as you enter the clinic room. We believe this will be advantageous 
to both the clinicians and the members attending the clinics. Victor D. Bowles, 
chairman of the Clinies Committee, deserves our thanks for arranging this part 

. of the program. 

The Martin Dewey Memorial Award is given by the Southwestern Society 
of Orthodontists each year for outstanding contributions to orthodontics. Previ- 
ously only one award has been given each year. However, upon the recom- 
mendation of the Dewey Award Committee, and with the approval of the Board 
of Directors at the ad interim meeting in June of this year, it was decided that 
more than one award could be given in any one year if such action seemed to 
be warranted. Consequently, two awards will be given this year to two out- 
standing leaders in our profession—Dr. H. Carlyle Pollock, Sr., of St. Louis, 


ce. 


Presented at the annual meeting of the Southwestern Society of Orthodontists, Kansas 
City, Kansas, Sept. 26, 1960, 
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Missouri, and Dr. W. B. Stevenson, Sr., of Amarillo, Texas. The Southwestern 
Society of Orthodontists has likewise honored itself in selecting these outstanding 
leaders in orthodontics to be the 1960 recipients of the Dewey Memorial Award. 

I wish to express my sincere appreciation to Local Arrangements Chairman 
Howard H. Dukes and the officers and committees for their splendid coopera- 
tion and efficient planning in making arrangements for this meeting. To the 
Ladies’ Entertainment Committee chairman, Mrs. John W. Richmond, and 
co-chairman, Mrs. Howard H. Dukes, and their committee, all credit is due for 
their unusual arrangements for the ladies’ entertainment. 


JOHN W. RICHMOND 


Special attention should be directed to the work of our Qualifications Com- 
mittee, headed by Robert E. Gaylord, chairman, and Leo A. Rogers, secretary. 
Their task is a very time-consuming one that requires sound and impartial judg- 
ment. We should all be grateful for their efforts in behalf of orthodonties and 
our Society. 

During the course of our business meetings, you will hear a report from 
our delegate to the American Association of Orthodontists. In his usual efficient 
way, he will bring to our attention matters of interest and importance from the 
American Association of Orthodontists. We are fortunate to have such able 
representatives on the Board of Directors of the American Association of Ortho- 
dontists as Nat Gaston, director, and J. Victor Benton, alternate director. Evi- 
dence of Nat Gaston’s ability is seen in the fact that he was the unanimous 
choice of the American Board of Orthodontics when it chose a new director at 
its annual meeting in Washington, D. C. 
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Finally, the work of the Society rests upon the shoulders of one individual— 
the secretary. Without any hesitation or reservation, I wish to pay tribute to 
Tom M. Matthews as one of the most able, careful, and efficient secretaries that 
this Society could have. Speaking for the Society, and particularly for myself, 
I wish to thank him. 


In closing, I have no specific recommendations requiring official action. In- 
stead, I want to make one general recommendation to the membership, officers, 
and committees: Give your careful attention and consideration to the reports 
and deliberations of this meeting, so that your Society will progress in the 
future as it has in the past forty years. 


I thank you for the honor and pleasure of having been your presiding 
officer for 1960. To my successors, my best wishes for a most successful ad- 
ministration. 


BROTHERHOOD BLpG. 
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A DENTAL EDUCATOR VIEWS ORTHODONTIC EDUCATION 


HAMILTON B. G. Roprnson, D.D.S., M.S.,* Kansas Crry, Mo. 


HEN your president first invited me to this meeting, he asked that, as 

Dean of the University of Kansas City School of Dentistry, I weleome you. 
I accepted this fine invitation with great pleasure, and soon I began to receive 
reprints and notes from various members of the American Association of 
Orthodontists. It seemed very kind of you and your colleagues to keep me up 
to date with philosophy, technique, and research in your field. Soon I 
received a copy of your fine program and noted that a certain dean of a certain 
Midwestern dental school was assigned an hour to speak on ‘‘A Dental Educator 
Views Orthodontic Edueation.’’ As a universal specialist, that dean got tc 
work. He had been soothsaying in several areas, geographically and profession. 
ally, in the past year. He had projected the future of graduate education i: 
dentistry for the American Association of Dental Schools at its March meeting 
in Chicago; he had projected the future of dental education (why not go whole 
hog?) for the Ohio State Alumni in Columbus in April; and he had just 
projected the future of dental assisting for the American Dental Association 
and the American Association of Dental Schools Conference in Chicago. With 
the erystal ball and the projector about worn out, he sought to review the past 
and project the future of orthodonties. 

First, however, let me welcome you to the Kansas City area, where Kansas 
and Missouri blend to make up Mid-America. Here in Kansas City two of the 
earliest schools of orthodontics were established along the pattern of Angle’s 
first school of orthodontics. Martin Dewey, a protégé of Edward Angle, began 
his school here. The International School of Orthodonties, apparently developed 
from one started in St. Louis by Benno Lischer and C. D. Lukens, was con- 
ducted here by Hugh Tanzey and William Brady. This school had a quasi 
relationship with the Kansas City-Western Dental College. It is from the three 
Missouri schools of orthodonties—Angle’s, Dewey’s, and Tanzey-Brady’s—that 
all American orthodontists are descended. I have both the honor of wel- 
coming you to this cradle of orthodontic education and the audacity to try to 
view orthodontic education with you. 

The age in which we live may well be known as the era of science. Many 
in this room can remember when airplanes caused necks to stretch; now we 
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watch satellites. Only eighty years ago Oklahoma was opened to homesteaders 
who raced, on horseback and in wagons, to stake out their claims; now jet- 
propelled planes streak across the skies above Oklahoma on coast-to-coast 
flights that take only a few hours. Almost all of you remember when we had 
no antibiotics and marveled at the sulfonamides. In the course of one generation 
we have moved from the marvels of electric power to the thrill of atomic 
energy and from empiric therapy to scientific treatment. 


There are a few skills that have remained as individual techniques during 
these years of scientific upheaval. One of these areas of highly individualized 
technical accomplishment is in the field of dental care. We utilize newer 
methods, newer materials, newer equipment, and newer drugs, but by and large, 
we still must depend upon the individual judgment of the dentist and his 
application of technical skills. Even though 50 to 80 per cent of the materials, 
supplies, equipment, and drugs used by dentists today were research curiosities 
of the 1940’s, most of the dentists using those gifts of science completed their 
dental education before these new things were discovered, invented, or de- 
veloped. This speaks well for dental education, for it truly edueated—preparing 
the dental graduate for continued professional, technical, and scientifie develop- 
ment. 


The dentist now occupies a respected position on the health services team. 
In ‘‘Madison Avenue-ese,’’ his public image has improved. The health and 
health care of the human being are no longer the responsibility of one man. 
The physician, the surgeon, the dentist, the public health officer, the life 
scientist, and all their auxiliaries are accepted as being responsible for the 
patient’s health. The image of the dentist on this team has been strengthened 
chiefly because the newer generations of dentists have accepted broader re- 
sponsibilities and have not limited themselves to purely mechanical procedures. 
We must never lose sight of the great value and, certainly in our time, the 
indispensability of fine technical dentistry in general practice as well as in 
the specialties. However, the shiny restoration, the ‘‘natural-appearing’’ 
denture, and even the esthetically pleasing incisor alignment should not become 
our symbol, our goal, our sacred cow. The patient, the living human being, 
must be our ultimate concern, whether that patient be a small child with over- 
lapping incisors or an old lady with an atrophic, osteoporotic mandible. 

Just as dentistry is part of the health services team, there is also a team 
within the bigger team—the dental team. Dentists, hygienists, assistants, and 
technicians work side by side to improve the oral health care of the population. 
Within this dental team, some dentists have specialized. At present the 
American Dental Association recognizes seven specialties of dentistry, including 
orthodontics. There are still many questions concerning dental specialties and 
their future. During the past fifteen months two major conferences on special- 
ties and specialism have been held at the American Dental Association head- 
quarters. Important legislation concerning specialism will be presented at the 
1960 meeting of the Association. It will be proposed that all dentists who 
announce themselves as specialists or as limiting their practices to one of the 
approved areas be required to hold a certificate from an approved national 
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certifying board or a state specialty license (this to be effective in 1965); 
that the number of specialties be limited to a minimum; that the House of 
Delegates continue to recognize, for a reasonable period, the present seven 
accepted areas of dental practice; and that the national certifying boards of 
the seven specialties be directed to present acceptable evidence that a majority 
of their diplomates restrict their practices full time to the specialties. Of 
course, orthodontics has its national certifying board, and ten states (Illinois, 
Kansas, Kentucky, Michigan, Missouri, Nevada, Oklahoma, South Carolina, 
Tennessee, and West Virginia) license orthodontists. 

In reviewing orthodontic education, it is evident that it began as an 
autonomous entity much the same as dental education did. Like dental educa- 
tion, it took this course because the older institutions (in the first place medical 
schools and in the second place dental schools) were reluctant to add the 
programs that were being demanded to fulfill the public dental need. Dr. 
Edward Angle became interested in orthodontics in 1880, when he was a young 
man of 25. In 1900 he began his school with four students. Angle had believed 
for many years that orthodontics would be practiced as a specialty, and he 
formally advocated this in 1896. He did not think of orthodontics as a part 
of dentistry but, rather, considered it a distinct profession. He stated that his 
experience in four different dental colleges over a period of thirteen years 
convinced him that it was impossible ever to teach orthodontics successfully 
to dental students. He attempted to convince the administrations at the dental 
schools of Northwestern University and the University of Pennsylvania that 
they should form special departments of orthodontics, but he was rebuffed 
beeause his plans were considered Utopian or premature. As a result, just as 
Horace Hayden and Chapin Harris had done in Baltimore in 1839, Edward 
Angle started his own school in St. Louis in 1900. How different the history 
of your specialty might have been had Northwestern or Pennsylvania embraced 
Angle’s plan! In Angle’s own words, ‘‘ Having been entirely discouraged with 
my experience in dental colleges, I became filled with the belief that if ortho- 
dontia was to make any material progress, a separate school, entirely inde- 
pendent of dental schools, must be formed which would amply provide oppor- 
tunity for those with aptitude and liking for the subject to study in a broad, 
thorough and comprehensive manner, and where it would be relieved from all 
the blighting, handicapping influences which are necessarily thrown around it 
in dental colleges. Hence was founded the Angle School of Orthodontia.’” 

Let us re-examine and analyze Angle’s decision in view of his time, not of 
our times. The thirteen years of unpleasant, blighting experiences in dental 
schools must have oceurred before 1900, roughly from 1885 to 1898. The 
dental schools of that time were often busy diploma mills. Between 1881 and 
1899, thirty-seven new dental schools were started, and many dental schools 
of that period ‘‘freely sold the degree of doctor of dental surgery at home 
and abroad, to the disgrace of the profession and the dishonor of dental 
education.’’* Even by 1899, the requirements for entry to dental school were 
only equivalent to requirements for admission to a high school; the dental 
course took three years, with six months of instruction in each year. What a 
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far ery from the dental school of today, approved by the Council on Dental 
Edueation and leading the profession in technical and scientific progress! 
What a far ery from the days of practically no research to the present time, 
when over $15 million have become available for dental research, annually! 
Although there are those who would quote Angle as though he spoke of con- 
ditions that exist today, I feel certain that a leader, a pioneer, a thinker such 
as Edward Angle would be telling all of you to look about you, to peer ahead, 
and to stop looking back over your collective shoulders. Ancester worship can 
stifle professional and scientific progress, and Edward Angle, Martin Dewey, 
Albert H. Ketcham, and Benno Lischer, among other greats, would never have 
tolerated that. 

In my humble opinion, the ‘‘schools’’ of orthodontics, which were created 
to meet a need of the time, led to an unfortunate approach to the science and 
art of orthodontics. Orthodontists tagged themselves with names of their 
heroes: they became Angle men, or Dewey men, or members of some other cult. 
Oddly, or perhaps not so oddly, like religious fanatics, they formed subeults. 
As each new cult was formed, the most enthusiastic disciple became the evangelist 
who sought freedom of thought only for those who thought as he did. One of 
your own members has recently directed your attention to this and has told 
you that each of you must be your own man and not have someone else do your 
thinking for you in absentia.® I coneur strongly with his advice. 


Let us move to a more recent discussion of orthodontic education. In 
the late spring of 1958 a representative group of orthodontists and educators 
met in Ann Arbor to discuss the progress of orthodontics and to plan its 
future. That conference expressed its collective opinion that orthodontic 
education for the specialist should be given by orthodontic departments of 
universities and recommended two-year programs at the graduate or post- 
graduate level, rather than a series of short courses. It expressed the desire 
for establishment of short courses to provide the practicing orthodontist with 
additional and advanced information and experience. After much discussion, 
it decided that preceptorship training should not be accepted as a substitute 
for graduate education of specialists.* 

Thus, after almost sixty years, orthodontists agreed that education of the 
orthodontist as a specialist belongs in the dental school. This is good for 
orthodonties, for dentistry, for education, and for the patients. But what turn 
should this education take? Gies* proposed that dental schools offer programs 
for specialization leading to the M.S., and M.A., or Ph.D. degree. Dentists con- 
curred in his proposal, as they were already seeking these degrees. It is 
paradoxical that dentists who have earned the degree of doctor of dental 
surgery take great pride in adding a lower degree, master’s. Be that as it 
may, graduate courses leading to the master’s degree for those wishing to be 
orthodontists are offered in nineteen dental schools, while seven of these schools 
and six others offer postgraduate education in orthodonties not leading to a 
degree.2, The graduate degree has certain academic requirements which con- 
tribute more to the development of the teacher or researcher than to the 
development of a specialist in an area of dental practice. However, the 
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degree-seeking fad has developed, and it is difficult to reverse the trend. Dentists 
who are to become effective clinical specialists in orthodontics should be educated 
at the graduate level, but they need not conduct a research project and write 
an original thesis to be good orthodontists. One solution would be to drop 
the thesis as a requirement for the master’s degree, but this would only result 
in a cheapened, tarnished, degree. Another solution is to encourage all ortho- 
dontists and other specialists-in-training to seek education and experience 
rather than degrees. At our school we propose to offer two programs for those 
who wish to gain education as specialists. One program will require a thesis, 
based on original research, and other academic accomplishments. It will lead 
to the M.S. degree. The second will be every bit as thorough in its education 
for specialty practice but will not prepare the student for teaching or research. 
It will lead to a Graduate Orthodontist diploma. We hope in this way to 
utilize a sematic device to lead dental graduates into excellent graduate pro- 
grams designed for their needs without unnecessary expenditure of the student’s 
and faculty’s time and of the school’s resources on research projects under- 
taken only for the purpose of status-seeking. 


After completing his basic orthodontic education at the dental school, the 
orthodontist should be prepared to continue his education and his professional 
development. He may now gain much from short courses presented within or 
outside the ivy-covered walls of the university. He may break out of his 
chrysallis at this stage and undergo metamorphosis coincident with his first 
short course. Unfortunately, many young—and _not-so-young—orthodontists do 
not recognize this development as being based on the fine, thorough basic ortho- 
dontic education they received at the dental school. They may sincerely 
believe that most of their education was acquired during that two, three, or 
six weeks’ course after their university education; thus, they may credit their 
increasing ability to the short-course school and become cultists—worshiping 
a method, a technique or an appliance. Fortunately, their patients are not 
harmed, for the solid basic education these orthodontists received at dental 
school, at both the undergraduate and graduate levels, continues to show 
through. I do not mean in any way to belittle these short courses; I only 
hope to encourage them and to put them into their proper perspective. 

Let us now look at orthodontic education for the undergraduate. Today’s 
undergraduate is not the uneducated bumpkin of Angle’s day who chose dental 
school rather than high school. Today’s undergraduate dental students are 
earefully selected after they have had two or more years of college education, 
and at least half of them hold bachelor’s degrees before they enter dental 
school. Here at the University of Kansas City, we selected our 116 first-year 
students this year from almost 500 applicants. These better students, exposed 
to better teachers and better teaching methods, can learn more in a shorter 
time.’ Dentistry is changing, and as we learn to control tooth decay (and we will) 
the dentist will turn more of his attention to periodontal disease until it, too, 
is controlled. He will let the dental assistant and the dental hygienist perform 
more of the functions which he now performs, and he will have more time 
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for other duties. Among these will be preventive and interceptive orthodontics. 
Returning to the Workshop on orthodonties,‘ it was recommended that the 
dental graduate should be able to anticipate and detect malocclusion, to take 
steps to prevent or intercept malocclusion where possible, to use this knowledge 
as an adjunct to procedures in all other phases of dental practice, and to pro- 
vide a basis for understanding the possibilities of orthodontic treatment. 
Hurrah! It is high time that we put more instead of less orthodontic treat- 
ment back into the undergraduate program. Dentistry must not be splintered. 
Suppose each of the specialties claimed that its subject matter and techniques 
could not be taught to the undergraduate? What would we teach? And what 
of the patient? It is time that schools stopped teaching orthodontics as a phase 
of space maintenance in pedodontics. When space maintainer begin to re- 
position and rotate teeth, we had better re-evaluate just what is and what is 
not orthodonties. 


There is more need and demand for orthodontic treatment, and the demand 
will continue to increase with our rapidly increasing young population. The 
present group of orthodontists will be unable to supply the demand, and the 
public will turn to the family dentist. It will be a catastrophe if he cannot give 
preventive and interceptive care and recognize the cases that need treatment 
from more expert hands. Orthodontists will have all they can do and more. 
They will treat the more difficult patients, and this is as it should be. It is time 
that we stopped shadow-boxing about teaching orthodonties to undergraduates. 
We must present realistic, useful, courses in orthodontics at the undergraduate 
level. The students can and will learn. At the University of Kansas City we 
intend to teach preventive and interceptive orthodonties to our dental students 
this year. 

This discussion has covered many topics in the field of orthodonties—some 
historical, some educational, some philosophical. My own interest in orthodontic 
education began not in my undergraduate years but when I taught under 
Benno Lischer at Washington University almost twenty-five years ago. At Ohio 
State my interest became more intimate, for graduate and postgraduate 
education was part of my administrative responsibility. Earl Jones and I 
spent many hours discussing orthodontic education and trying to develop it. 
At the University of Kansas City, Victor Bowles, Francis Calmes, and others 
have repeatedly discussed orthodontie education with me, and for the past 
twenty-five years I have taken every opportunity to learn from the practi- 
tioners in each community. I fear that orthodontists have not yet freed 
themselves from the romanticism of a young professional group that still 
earries the marks of hero worship and cultism. Some of this evangelistic 
approach has been good, but orthodontics will have more stature when it 
ceases to quibble over techniques that ride under the guise of philosophies 
and accepts the right of every practitioner to rely on his own independent 
judgment and to use the method that he believes best in each individual ease. 
Every case is like an individualized research project, crying out for study, 
evaluation, judgment, design, and application of the results of cerebration. 
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I doubt if there is any one way to treat all cases. Surely, when light is allowed 
to shine freely and unfiltered into all the corners, there will be less blind 
following and more mature professional development. Fellow dentists, be 
proud of the achievements of your profession, your schools, and your specialty. 
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THE TEAM APPROACH TO THE CLEFT PALATE PROBLEM 


ARTHUR F. Linpquist, D.D.S.,* Kansas Crry, Mo. 


HE Yankees won the World Series in 1956. Don Larson pitched the 

only perfect game in the annals of World Series history. For the Yankees 
to win the Series, each player was required to excel in performance for his 
position. Likewise, each was expected to cooperate by utilizing his ability 
in timing, determining the proper play for the opponent position, and know- 
ing his teammates’ ability and capacity. In short, each time a ball was 
pitched and hit, each player diagnosed the problems and determined his plan 
of attack so that he could cooperate with all of his teammates in making a suc- 
cessful play. This is only a small example of the many facets of life that re- 
quire cooperation, understanding, and future planning. This is teamwork. 

The cleft palate and cleft lip problem manifests itself in many ways. 
There may be just a simple cleft of the lip, or the alveolar ridges and the 
hard and soft palate may be involved. The infant is brought into this world 
with a problem, but it is his parents, grandparents, aunts, and uncles who 
really have the problem; they are the ones who have to live with the problem 
before treatment takes place. It is my aim in this article to show the neces- 
sity for cooperative diagnosis and future treatment to relieve the family of a 
possible lifelong burden. 

In the past, treatment of the cleft palate and cleft lip patient was con- 
sidered surgical in nature. After many years of this thinking, often with 
very undesirable results, the concept has been changed. We know that the 
surgical lip repair is a necessity, for persons with lip deformities are not ac- 
ceptable to our society. 


Other problems begin to arise, however, as the infant grows and develops. 
We must consider these problems in the development of the individual pa- 
tient. Was there a complete lack of development of the necessary tissue, or 
just an incomplete joining of the parts? Knowing that the hard and soft 
palate is missing or incomplete injects the possibility of middle ear and hear- 
ing problems. If, in his development, the infant cannot hear correctly, his 
ability to learn will be jeopardized. The child’s hearing is evaluated by the 


audiologist, and great importance is attached to this evaluation. 
Presented at the annual meeting of the Southwestern Society of Orthodontists, Kansas 


City, Kansas, Sept. 27, 1960. 


*Associate Professor of Prosthetics and Director of the Department for Cleft Palate Re- 
habilitation and Maxillo-Facial Prostheses, University of Kansas City. 
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During the examination of each patient the different medical and dental 
specialists determine their treatment programs and plans so that during the 
staff discussion of the problem each facet of the treatment plan may be 
examined, rearranged, changed, or eliminated to coordinate with other more 
important parts of treatment. 

Aside from the original deformity, the patient’s age, the distance that he 
travels for treatment, his occupation, and his general physical condition and 
health must be considered before the treatment program is begun. 

Modern surgeons no longer accept the idea that early surgery is necessary 
for the patient’s survival or that this is the preferred method and always as- 
sures functional restoration when completed. The patient’s age, physical 
development, and health are always taken into consideration before a surgical 
procedure is undertaken. Lip surgery is done when the infant weighs enough 
to withstand the surgical trauma. 

Surgery of the palate is not performed early. A large deformity of the 
palate does not constitute an emergency in the infant. There are many treat- 
ment devices which can be employed to remedy this problem, such as (1) extra 
large nursing-bottle nipples to help close off the cleft, (2) large nipples with 
enlarged holes, (3) the Breek feeder (a syringe with a rubber tube), (4) a 
lamb’s nipple (an extra long nipple), and (5) a plastic feeding appliance which 
closes off the cleft and permits the use of a normal nipple. With these aids 
available, the parents can work out a normal feeding program and the patient 
can grow and develop. 

As the infant grows, speech sounds develop. The speech therapist feels 
that a proper speech mechanism should be designed as early as possible. If 
the cleft is wide with insufficient tissue, then surgery will be postponed and 
a prosthesis will be planned. A prosthesis may be constructed and placed at 
any age. In our cleft palate community we have placed prosthetic appliances 
for patients of all ages, ranging from a 1-week-old 3 pound premature baby 
to a 75-year-old man. Difficulties arise in any case. Therefore, treatment 
must be planned intelligently if it is to be successful. 

In determining the proper treatment plan, the end speech result is up- 
permost in the minds of all diagnosticians. It is well to remember that even 
with fair to good facial or lip surgery, and with better-than-average in- 
telligence, unintelligible nasal speech is a detriment and will cause treatment 
to be unsuccessful. Therefore, treatment planning in the light of available 
speech therapy and the patient’s ability to assimilate this therapy is impor- 
tant. Planning of the surgical or prosthetic treatment will hinge on the 
speech therapist’s experience in determining the patient’s ability to bring 
about good speech. 

Good speech is not something that one is born with. It is a complex 
thing which is learned over a period of time. If the mechanism is improperly 
designed or developed in the beginning, many bad habits can develop. Un- 
learning bad speech habits can be more difficult than learning good speech 
with a properly prepared mechanism to begin with. If it is determined that 
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the available tissue is insufficient for successful surgery, then the prosthesis or 
speech appliance will be constructed. It might be well to state that surgery 
at an early age can almost always be considered successful, but subsequent 
growth and development may cause the involved tissue to be inadequate in 
length, movement, and thickness. This, then, would make the earlier suc- 
cessful surgery a failure. To prevent these failures, we reduce the number of 
early surgical attempts. 


With improvements in materials and techniques, speech appliances ean 
be made extremely successful. The exacting reproduction of the oral defect 
can be obtained very accurately with the new materials. With the newer 
plastics and lighter metals, the appliance can be made esthetic as well as 
functional, and it is easy to clean. As stated earlier, prosthetic appliances 
ean be made for the very young infant, as well as for the elderly patient, with 
reasonable ease. Prosthetic replacements are truly a vital part of the cleft 
palate program. 

In conclusion, the team approach to cleft palate and cleft lip problems 
involves all medical and dental specialists. The combined efforts of these 
persons are vital in determining the preventive, corrective, and recuperative 
procedures necessary in treating all of these patients. Only with such eo- 
operative efforts can the most esthetic and complete rehabilitation be achieved. 
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ORTHODONTIC POSITIONER TREATMENT DURING ORTHOPEDIC 
TREATMENT OF SCOLIOSIS 


W. Burnie Buncu, D.D.S., M.S.D., JACKSONVILLE, FLA. 


INTRODUCTION 


HEN orthopedic casts and braces are used in the treatment of scoliosis, 

distressing dental protrusion and decreased vertical dimension in the lower 
face often become rapidly evident. This study was undertaken in an effort to 
stabilize the maxillofacial complex against the pressures of such appliances 
during orthopedic treatment of scoliosis. The orthodontic potentials interrelated 
in combining the use of a dental positioner with orthopedic brace and cast 
application during such treatment were recognized immediately. As a result, 
this study was quickly expanded into an endeavor to accomplish corrective 
orthodontic movements while simultaneously supporting the maxillae, the man- 
dible, their alveolar processes, and all dental components against the pressures 
of orthopedic appliances. 

Ideally, holding the maxillae and the mandible relatively fixed in their 
craniofacial relationships and anchoring teeth within their alveolar bases better 
stabilizes cervical orthopedic cast molding or brace placement and simultaneously 
increases the patient’s comfort while orthopedic appliances are being worn 
during treatment of scoliosis.© With the intention of stabilizing the teeth. into 
such a unit, dental positioners (Fig. 1) were used to prevent undesired dental 
and osseous movement in the craniofacial complex during orthopedic treatment 
of scoliosis. Later, already existing malocclusions were corrected. This was 
based on the premise that those teeth which were not moved would act as 
anchorage (or as a stabilizing unit) through which, by means of the positioner’s 
resilience, necessary repositioning of teeth could be accomplished. 

Gray,’ Oppenheim,’* and other research workers have recognized that bone 
resorptions occur during periods of pressure, with bone repair appearing only 
when that pressure is relieved. Gray, Daniel,* and Mead" studied the influence 
of pressure in osseous growth and function as related to scoliosis, and each of 
them observed that such changes were more evident in the younger patients. 
Offer-Spitz’® recognized the damaging effect of relatively small forces acting 
against osseous tissue for long periods of time. 

Sicher’® has observed that growth of the mandibular condyle (which 
normally occurs when the patient is at the age for orthopedic treatment of 


This thesis, which was given as a partial fulfillment of the requirements for certification 
by the American Board of Orthodontics, is being published with the consent and the recom- 
mendation of the Board, but it should be understood that it does not necessarily represent or 
express the opinion of the Board. 
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scoliosis) removes the mandibular body from the base of the skull and thus 
creates a space between the maxillae and the mandible during the normal transi- 
tional growth. Consequently, we must recognize the possibility that a lengthy 
application of cast and brace force against the mandibular inferior surface 
during orthopedic treatment of scoliosis might interfere with the normal pat- 
tern of condylar growth. (Such treatment often continues over periods of one 
to three years. ) 

Kjellgren'’? and Stallard?’ 2? have shown the influence of external pressure 
upon dental occlusion. The former showed lateral deformation of the maxillae 
with continuous application of pressures by a 7 em. rubber ball. He applied 
pressures of 50 grams per centimeter, which is less than the force of a fist 
held against the face during sleep, for two to three and one-half hours daily 
over periods of several days. A high recovery value was noted subsequent to 
the application of these forces. From 1925 to 1930, Stallard,” ** after careful 
observation, demonstrated interrelationships between pressure habits and dental 
maloceclusions and showed that various extraoral pressure habits could result 
in deformation of bone structure. 

Knowledge of the plastic and adaptable structure of bone leads us logically 
to recognize that continuous pressures from orthopedic casts could most cer- 
tainly change the shape of the structures against which they are applied. This 
was recognized as early as 1926 by Howard,’ who observed rapid vertical changes 
after wedge-type plaster body casts had been worn for forty days during 
orthopedic treatment of scoliosis. He noted an infraclusion of the posterior 
teeth within three weeks. Howard’ used a removable splint to maintain maxillo- 
mandibular dental relationships during this type of treatment and observed 
that this appliance did not prevent depression of teeth or reduction in vertical 
dimension of the lower third of the face. His theory was that stabilization of 
all teeth in each arch to create a unit of resistance against the force exerted 
by orthopedic cast application should reduce labioversion of the teeth and 
decrease loss in vertical dimension occurring during orthopedic treatment of 
scoliosis. 

Thompson** 7° has shown that retardation of the condylar growth center, 
either unilaterally or bilaterally, can result in progressive deformation of the 
entire dental and craniofacial growth pattern, with secondary alterations being 
shown in various parts of the oral mechanism. Here may be seen relationships 
in the unilateral application of force during the placing of Risser jackets and 
Milwaukee braces (Figs. 3, 4, 5, 10, 12, and 13). Thompson also noted that 
this growth-center alteration from pressure occurs in children more easily than 
in adults. 

Since we are dealing with growing children, many of whom have idio- 
pathic scoliosis, muscular imbalance resulting from growth deficiency may be 
an etiological factor. We must recognize that both growth deficiency and the 
application of abnormal pressures over long periods of time may be responsible 
for maloceclusions related to applications of force against the craniofacial com- 
plex during the orthopedic treatment of scoliosis. 
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Stilwell’s?° studies demonstrate that muscle tensions upon the mandible 
are effective unilaterally in the twisted and torqued positions into which the era- 
nium and mandible are placed when the patient wears a cast during treatment for 
scoliosis. Therefore, it must be recognized that (1) growth interference, (2) 
abnormal muscular tensions or pressures, and (3) continuous external pressures 
may be acting upon the mandible to alter its relationship to the cranium and 
to change the position of the teeth in relation to their alveolar bases during the 
time the patient wears orthopedic casts or braces while scoliosis is being treated 
orthopedically. 

In this study the clinical end results were evaluated. It was not practical, 
with the methods used, to determine the responsibility of either pressure or 
growth inhibition as a separate entity. 


PROBLEM 


Risser jackets,’ body casts, and Milwaukee braces: are placed by ortho- 
pedie surgeons to offset or oppose spinal positions that have resulted from 
scoliosis.** When these orthopedic appliances are placed, unilateral pressures 
are often applied against the inferior mandibular body and ramus surfaces. 
Frequently, the chin is elevated and the head is tipped backward from 10 to 
45 degrees prior to casting.’ After casting, the angle of chineap contour at 
times causes the mandible to be directed posteriorly and superiorly with respect 
to the cranium. Mandibular and maxillary lateral constriction is possible 
following close bilateral adaptation of plaster casts to the mandibular rami. 

If initially there is mesial or protrusive inclination of anterior teeth, and/or 
if the posterior teeth are initially missing (with attendant loss in height of the 
lower third of the face and in posterior vertical dimension having already 
occurred), this anterior dental protrusion may quickly become exaggerated 
after the cast has been placed (Fig. 17). The age and health of the patient, 
the plasticity of bone, the closeness of cast adaptation, and the degree of ten- 
sion ineorporated during casting are related to the extent of dental deformity 
that then oceurs and to the degree of resultant malocclusion. 

Because of the position of reverse spinal curve in which the scoliosis 
patient is placed (Figs. 3, 4, 5, 10, 12, and 13) prior to fabrication of the initial 
cast or brace, pressure is exerted laterally as well as inferiorly against the body 
and ramus of the mandible on the side of the original seoliosis (Fig. 13). After 
casting, marked deviation of the chin away from the side of the original scoliosis 
usually becomes evident, since the opposite side of the mandible is contacted 
first by the collar of the orthopedic cast or brace (Figs. 4 and 12). 

Collar pressures of occipital and mandibular casts or braces are intrin- 
sically interrelated. When the patient’s musculature is relaxed these collar 
pressures are in direct proportion to the degree of spinal curvature correction 
effected during casting or bracing.* The potential for maxillary, mandibular, 
and craniofacial change in orthopedic appliance applications during treatment 
of scoliosis is great. 
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During placement, orthopedic appliances are molded anteriorly close to the 
inferior surfaces of the mandibular body and the lateral surfaces of the mandib- 
ular rami. They also are adapted posteriorly in close proximity to the oceipital 


Fig. 1.—Orthodontic positioner used in this study along with orthopedic appliances during 
the treatment of scoliosis. A, Positioner from occlusal view. 8B, Anterior view of positioner. 
C, Lateral view of positioner. 


base of the cranium (Figs. 4, 5, 8, 12, and 13). By extending the head from the 
east or brace and straightening the spine, the patient can temporarily relieve 
this upward pressure on the inferior mandibular surfaces. However, positional 
fatigue quickly becomes evident following casting. When the patient then 
assumes a relaxed position, there is a continuous superior and anterior thrust 
through the inferior surfaces of the body of the mandible, which is translated 
through the osseous process and periodontium to the teeth of both the maxillae 


and the mandible. This results in delivery of an increased anterior foree com- 
ponent upon all teeth and may ultimately move (Fig. 17) the maxillary (and 
at times the mandibular) anterior teeth and alveolar processes into more pro- 
cumbent positions in relation to their bony bases and to the cranium. The 


— 
A. 
j 
x 
Kies 
a 
13 


178 BUNCH 


Am. J. Orthodontics 
March, 1961 


dental protrusion (Figs. 16 and 17), with or without spacing, that often 
results is of immediate concern to the orthopedic surgeon,® ** ™ the patient, and 
the patient’s family. 

It would seem logical to include prevention or correction of protrusions 
and mid-line deviations created by appliance pressures in the treatment plan 
and to distribute these pressures more evenly during the application of ortho- 
pedie casts and braces in scoliosis treatment. It would appear practical and 
logical to maintain maxillary and mandibular cranial relationships as well as 
a fully functional position’ of the teeth when orthopedic appliances are placed. 
Certainly, this should help to prevent serious malocclusions. 

With variable results, dental appliances constructed of dental compounds,” * 
metal splints,” wax,’ rubber,’ vuleanite,? acrylic,? and soft plastic materials 
have been interposed between the maxillae and the mandible during orthopedic 
treatment of scoliosis in an effort to immobilize the maxillae, the mandible, and 
the teeth with the craniofacial complex. 


METHOD 


In the present study, which covered a period of three and one-half years, 
one-piece rubber dental positioners (Fig. 1) were employed in forty scoliosis 


TABLE I. -SuMMARY OF DATA 


COOPERATION OF ORTHOPEDIC FACTORS 


CASE 


PATIENT DURING CORRECTION APPLIANCE 
PATIENT | SEX | NO. TREATMENT DIAGNOSIS OBTAINED WORN 
L. L. F 2841 Excellent Scoliosis Excellent Milwaukee 
brace 
G. G. F 2450 Irregular but Scoliosis 30 degrees Body casts 
good 
F. M. F 2903 Good Scoliosis Recurrent Risser jacket 
J. C. F 2926 Good Scoliosis 20 degrees Milwaukee 
brace 
E. M. F 2769 Intermittent, Idiopathic 30 degrees Risser jacket 
then fine scoliosis 
R. M. M 2442 Irregular, fine Scoliosis Excellent Milwaukee 
Later brace 
B. L. F 2449 Good Scoliosis 35 degrees Body casts 
F 2451 Good to Ex- Seoliosis Satisfactory Milwaukee 
cellent brace, 
body cast 
M. B F 2888 Excellent Scoliosis Satisfactory Milwaukee 
brace 
dD. § M 2624 Good Idiopathic 20 degrees Risser jacket, 
scoliosis Milwaukee 
brace 
om F 2614 Poor Idiopathic 30 degrees Body casts 
scoliosis 
Ss. 8. F 2632 Irregular; Scoliosis 30 degrees Body casts 


poor early, 
improved later 
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TABLE II. SuMMARyY OF DATA 


AGE DURING TREATMENT 
(YEAR AND MONTH) TOTAL TREATMENT 
PATIENT START | END TIME (MONTHS) 
L. W. (Figs. 2-4) 11-3 12-5 13 
G. G. (Figs. 5-7) 12-9 14-10 25 
F. M. (Fig. 8) 17-2 18-6 14 
J.C. (Fig. 8) 13-7 14-2 7 
E. M. (Fig. 9) 12-11 14-6 19 
R. M. (Figs. 10, 11) 14-8 17-0 32 
B. L. (Fig. 12) 15-8 17-9 25 
S.H. (Figs. 13, 14) 8-10 11-8 34 
M. B. (Fig. 15) 14-4 14-11 7 
D. 8S. (Fig. 16) 5-11 6-11 12 
P. H. (Fig. 17) 13-2 14-1 11 
8. 8S. (Fig. 17) 14-7 15-7 12 


patients, aged 6 to 19 years, who were treated over periods of seven to thirty- 
four months. These positioners were used in an attempt to maintain or im- 
prove orthopedic cast or brace cranial stabilization while simultaneously main- 
taining or improving dental occlusal and dentofacial relationships. The results 
of combining correction of minor dental maloceclusions with support of the 
mandible against an inferior mandibular thrust from orthopedic appliances which 
used the mandible for terminal support have been clinically evaluated (Tables 
I, II, and III) in forty patients undergoing orthopedic treatment for scoliosis 


TABLE III. SumMMARY OF ORTHODONTIC DATA 


CORRECTION 
CLASSIFICATION OBTAINED IN NUMBER OF 
FOR DIAGNOSIS INTERVAL OF TREATMENT DENTAL POSITIONERS 
PATIENT (ANGLE) START | END OCCLUSION WORN 
L.W. Class I with cross- Jan. 6, 1958 Feb. 4, 1959 Improved 4 


bite 


Class II with cross- May 31, 1958 


June 11, 1958 
bite 


Improved 


Class IIT (muti- 


April 8, 1958 Jan. 30, 1959 Improved 2 
lated) 


J.C. Class I May 6, 1958 Dee. 10, 1958 Improved 2 


E.M. Class II, Division Aug. 25, 1957 March 19,1959 Improved § 
1, subdivision R 


R.M. Class I (muti- May 26,1956 Jan. 23, 1959 Improved 


or 


lated) 
B.L. Class IT (?) May 31, 1956 June 10, 1958 Improved 2 
S.H. Class I May 31, 1956 Feb. 4, 1959 Improved 4 
M.B. Class I extraction May 5, 1958 Dee. 10, 1958 Improved 2 
D.8. Class I with Class April 17, 1957 April 25, 1958 Improved, then 2 
II tendency later relapsed 
P.H. Class II April 17, 1957 Feb. 11, 1958 None—ocelusion 3 


became worse 


8.8. Class IT April 30, 1957 April 4, 1958 None—occlusion 4 
became worse 
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under both hospital and home management. One or more one-piece elastic 
positioners were placed for each patient before or after fabrication of orthopedic 
| casts or braces. These elastic positioners were made on duplicate plaster models 
of the patient’s teeth (Fig. 2). Treatment objectives were to maintain existing 
dental and maxillomandibular relationships. In most cases an attempt was 
made at simultaneous correction of dental irregularities that were present by 
! improving positions of individually malposed teeth. 

These dental positioners which were fabricated of vuleanized rubber were 
made in the rest position with a 2 to 3 mm. opening of the jaws.?® 7% °° 
With the positioner inserted (Fig. 10), the maxillary-mandibular cranial com- 
a plex (with integrated dental components) is stabilized cranially against 
i. placement of the orthopedic cast or brave. At the same time, elastic force 
. within this rubber appliance guides teeth toward their predetermined setup 
i} position as the patient voluntarily or involuntarily exerts muscular force 
.— into the positioner (Figs. 6 and 11). Guidance for this movement originates 
7 from foree exerted by the superior end of the jacket or brace molded against 
\\ | the mandible and by active contraction of the muscles of mastication during 
i: four hours or more of regular daily exercises with the positioner in place. 
This muscular contraction lasts for fifteen seconds and is followed by a one- 
| minute period of muscle relaxation (with the teeth remaining in the positioner) 
is during exercise periods of thirty minutes or longer. The optimum time for such 
| ? active daytime wearing of the positioner was found to be four hours daily.* ™ 
Force exerted through the cervical end of the orthopedic cast or brace against 
the inferior mandibular surface continues constantly during relaxation (that 
is, for the entire time that this dental positioner is properly worn along with 
the orthopedic cast or brace) and is transmitted through the resilience of 
it rubber to the dental units being moved. In addition to active daytime wearing 
| for at least four hours daily, the patient wears the positioner between his teeth 


passively during sleep and during all wakeful hours (except while eating, 
cleaning the teeth, and talking). 


MANAGEMENT 


OF POSITIONER TREATMENT 


I Cooperation of the patient is the key to success in positioner treatment. 
Showing the patient the intended change in occlusion as compared with the 
present occlusion stimulates interest and cooperation. Obviously the intended 
change in occlusion should be carefully worked out within the physical limits 
of the positioner (or positioners) so that the objectives shown may actually be 
obtainable. Frequent appointments, with constant encouragement, are a must 
in the treatment of these cases. The intended tooth movement will take place at 
a more consistent rate with constant wearing of the positioner. It is construe- 
tive to tell patients that progress lost because of their failure to wear a posi- 
tioner is harder to regain a second time. All of these patients must be given 
encouragement. It would seem unwise to compliment a patient upon doing 
a good job of wearing his positioner, because he may subsequently quit wearing 
it regularly. 
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It was found that bringing together two or more patients who were 
wearing positioners created a situation favorable for more satisfactory treat- 
ment. When younger patients could be made to regard positioner wearing as 
a game and when older patients were challenged to compete with one another 
in wearing positioners, these patients were stimulated to better cooperation. 
A full explanation to the nursing staff leads to improved nursing cooperation and 
to the fitting of positioner wearing into the regular hospital routine.° Some- 
times immediately, but invariably within six to ten days after the positioner 
has been placed, the patient feels that the rubber positioner acts as a ‘‘eushion’’ 
between the teeth (if orthodontic tooth resetting prior to fabrication of the 
positioner has been done within tolerable limits clinically and within the posi- 
tioner’s potential corrective range). 

After the patient’s initial adjustment to the position is made, graduated 
orbicularis oris exercises, thirty times three times a day (Fig. 11), to develop 
maxillary lip tone and length and the temporomasseter exercise (Fig. 6), thirty 
times three times a day, to enhance tooth movement can be constructively added 
as a myofunctional supportive program. The facial component of muscles 
and the suprahyoid group of muscles interplay in the contraction of the museles 
of mastication. Cireulatory stimulation attendant to this muscular activity 
appears to be constructive in maintaining skin tone under the cervical portion 
of the cast.° Improved periodontal tone becomes quickly evident as positioners 
are worn in this manner. Although daily oral hygiene was carefully kept at 
a high level, this improvement in oral tissue tone appeared to be the result 
of increased gingival massage of the rubber positioner. 


MANAGEMENT OF PATIENT DURING POSITIONER TREATMENT 


The placing of a positioner into the mouth is important, particularly if 
labioversion has been corrected in the positioner setup. After it has been 
placed in the mouth, the positioner is hooked anteriorly over the incisal edges 
of the maxillary anterior teeth. (A frenum-relieving notch should be made in 
the superior anterior midline border of the positioner to make it easy for the 
patient to locate the maxillary midline area.) 


This anterior labial flange, after being hooked over the incisal edges of 
the maxillary anterior teeth, serves as a holding place for stretching the posi- 
tioner posteriorly over the maxillary posterior teeth. Finally, the positioner 
is moved superiorly into position fully over the maxillary teeth. Seating of 
the positioner is completed as the mandibular teeth are closed into the inferior 
tooth imprints and the teeth are clenched into the positioner (Fig. 11). If 
the patient simply pushes the positioner into his mouth and bites it into posi- 
tion, the maxillary teeth may not be fully engaged into it. Thus stabilizing 
for the cervical end of the orthopedic cast as well as positional corrections 
established in the positioner setup will be lost. 

Encouragement to the patient is a good morale builder, and it is a neces- 
sity if continued cooperation is to be maintained. The patient can be con- 
structively motivated on the basis of esthetic and cosmetie considerations. 
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Positioner exercising may work in conjunction with hospital occupational 
therapy. Regularity in the patient’s exercise schedule can be achieved 
most satisfactorily with conscientious and dedicated nursing care and by group- 
ing together in the hospital ward two or more patients who are wearing posi- 
tioners. 

The patient should be encouraged to stretch his lips over the positioner 
(Figs. 5 and 6), closing them so that lip action will become stronger. Thus, 
a more relaxed lip line will develop. Actual improvement in facial outline 
subsequent to such positioner wearing may be noted. 

Difficulties were encountered when mouth breathing caused by nasal con- 
gestion or allergic reactions prevented the patient from wearing a positioner 
(Case 5). This need be true only during sleep, however, since the patient can 


place the positioner in or out of the mouth in the daytime if sufficiently 
motivated. 


EXAMINATION OF PATIENTS UNDERGOING POSITIONER TREATMENT 


Items to be observed during examination include the following: 


1. Proper insertion and complete seating of positioner in mouth. 
2. Foree of biting into positioner. 
3. Tooth root movement. . 
4. Sustaining of force of closing into positioner during exercise 
interval. 
Keeping teeth engaged in positioner during relaxation period 
after exercise. 
6. Keeping positioner in place and teeth in positioner constantly 
except when eating or talking. 
7. Evidence of local soreness. 
8. Evidence of tooth soreness. 
9. Tooth mobility. 
10. Tooth movement. 
11. Occlusion of teeth. 
12. Vertical dimension. 
13. Changes in craniofacial tooth relationship and jaw relationship. 
14. Evidence of not removing positioner when talking. 
15. Cleanliness of positioner. 
16. Oral hygiene of patient. 
17. Temporomandibular joint function. 
18. Lip position and development. 
19. Presence of skin irritation from cast on mandible. 
20. Time that positioner is being worn. 
21. Attitude and cooperation of patient. 
22. Encouragement of patient. 


Clinical Examination.—When a patient with a positioner in his mouth is 
examined during treatment, with the teeth occluding fully into the positioner, 
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finger pressure over tooth root apices will indicate whether the positioner is 
fully engaged and show the degree of underlying tooth root movement being 
obtained within the alveolar process. 

During the time that the positioner is being worn, a marked improvement 
in oral hygiene is usually observed. Patients wearing positioners evidence much 


Fig. 2.—Patient L. W. A, Original malocclusion on Jan. 6, 1958. B, Original positioner setup. 
C, Positional change by March 26, 1958. D, Positional change by May 21, 1958. 


better gingival tone and health than other patients who are not wearing posi- 
tioners. It is vital that the teeth be cleaned after each meal or snack and that the 
positioner be cleaned after removal and prior to replacement in the mouth. If 
food material or debris becomes interposed between the positioner and the 
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tissue, irritation may result. If the patient acquires the habit of putting the 
positioner into the mouth and closing hard upon it to seat it, particularly if 
correction of labioversion has been introduced into the positioner setup, the 
underlying gingivae under the force of occlusion may be injured. Furthermore, 
the peripheral flange of the positioner may soon break down when a patient 
places the positioner in his mouth by this careless method. 


CASE REPORTS 


CASE 1.—Patient L. W., a girl aged 11 years, 3 months, gave excellent cooperation 
throughout treatment while wearing Milwaukee braces and undergoing a spinal fusion in 
obtaining excellent spinal correction of scoliosis. By means of four positioners worn during 
thirteen months of combined orthopedic-orthodontic treatment as previously described, the 
patient’s Class [ (Angle) malocclusion with cross-bite was improved (Figs. 2, 3, and 4). 


Fig. 3.—Patient L. W. A, Final occlusion on Feb. 4, 1959. B, Original occlusal view, Jan. 9, 
958. OC, Occlusal view at end of treatment, Feb. 4, 1959. 


(Continued on following page.) 


CASE 2.—Patient G. G., a girl aged 12 years 9 months, gave irregular but good coopera- 
tion during treatment which involved several body casts and spinal fusions to gain a 30 
degree spinal correction of scoliosis. The wearing of three positioners during twenty-five 
months of combined orthopedic-orthodontic treatment brought about an improvement in this 
patient’s Class II (Angle) malocclusion with cross-bite (Figs. 5, 6, and 7). 


CASE 3.—Patient F. M., a girl aged 17 years 2 months, demonstrated good cooperation 
while wearing a Risser jacket and undergoing spinal fusions during treatment of recurrent 
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Fig. 4.—Patient L. W. A, Photographs taken on Jan. 9, 1958, before treatment. 
’ } B, Photographs taken on Jan. 29, 1959, during treatment. OC, Photographs taken on Oct. 30, 
: 1959, without positioner, Risser jacket showing extreme of head placement during casting. 
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scoliosis. Two positioners were worn during fourteen months of combined orthopedic- 
orthodontic treatment to change her Class IL mutilated (Angle) malocelusion as illustrated 
in Fig. 8. 

CASE 4.—Patient J. C., a girl aged 13 years 7 months, showed good cooperation during 
treatment while wearing Milwaukee braces and undergoing a spinal fusion to obtain a 20 
degree correction of scoliosis. With the wearing of two positioners over seven months of 
combined orthopedic-orthodontic treatment, her Class I (Angle) malocclusion showed the 
improvement pictured in Fig. 8. 


C. 

5.—Patient G. G., July 2, 1956. A, Body cast illustrating forces applied cranially. B, Casted 

position, positioner not in place. C, Casted position, positioner in place. 

Case 5.—Patient E. M., a girl 12 years 11 months of age, gave intermittent and then 
good cooperation while wearing Risser jackets and undergoing spinal fusions to obtain a 30 
degree correction of idiopathic scoliosis. The wearing of five positioners over a nineteen- 
month period of combined orthopedic-orthodontic guidance improved the patient’s Class II, 
Division 1, subdivision (Angle) malocclusion as shown in Fig. 9. During treatment, a four- 
week discontinuance of positioner wearing resulted in the loss of previously gained dental 
improvement and the appearance of a more severe malposition of maxillary and mandibular 
teeth with an increased maxillary anterior diastema. Subsequent excellent cooperation, 
combined with a series of positioners graded to effect dental changes in stages, resulted in 
the final occlusion shown in Fig. 9. 


CasE 6.—Patient R. M., a boy aged 14 years 8 months, gave irregular and then excel- 
lent cooperation during treatment while wearing Milwaukee braces and undergoing spinal 
fusions to obtain excellent correction of scoliosis. By means of five different positioners 
(some of them worn twice during different stages of dental space closure) over thirty-two 
months of combined orthopedic-orthodontic treatment, the patient’s Class I mutilated mal- 
occlusion was treated as shown in Figs. 10 and 11. 
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Vig. 6.—Patient G. G., July 26, 1956. A, Risser jacket in place, head extended, spine 
straightened. Chin deviation to right with positioner not in place. 2B, Risser jacket in place, 
head extended, spine straightened. Chin deviation corrected with positioner in place. (C, Orbicu- 
laris oris exercise over positioner, D, Temporal-masseter exercise into positioner. 


B. 
Fig. 7.—Patient G. G. A, Original malocclusion (May 31, 1956). B, Occlusion at end of treat- 


ment (March 17, 1958). 
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CasE 7.—Patient B. L., a girl aged 15 years 8 months, cooperated well during treatment 
while wearing numerous body casts and undergoing spinal fusions to gain a 35 degree spinal 
correction of scoliosis. The wearing of two positioners during twenty-five months of combined 
orthopedic-orthodontic treatment produced an improvement in this patient’s Class II (Angle) 
malocclusion (Fig. 12). 


Fig. 9.—Patient E. M. A, Original malocclusion on Aug. 25, 1957. B, Models obtained on 
March 19, 1959, after final correction. This patient wore positioners with Risser jackets and 
body casts for twenty-four months. 


CasE 8.—Patient 8. H., a girl 8 years 10 months of age, gave good to excellent coopera- 
tion (particularly during the later phases of treatment) while wearing numerous body casts, 
Risser jackets, and Milwaukee braces to obtain good spinal correction of a severe scoliosis 
with spinal ‘fusions. Four positioners were worn during thirty-four months of combined 
orthopedic-orthodontic guidance to improve her Class I (Angle) malocclusion as shown in 
Figs. 13 and 14. Growth and development during this transitional period were anticipated 
in positioner setups to accommodate lateral and anteroposterior arch width and length changes. 


CasE 9.—Patient M. B., a girl aged 14 years 4 months, gave excellent cooperation 
continually while wearing Milwaukee braces and undergoing a spinal fusion to gain a satis- 
factory spinal correction of scoliosis. The wearing of two positioners following extraction 
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of an impacted maxillary right cuspid and the mandibular right lateral incisor during seven 
months of combined orthopedic-orthodontic guidance improved this patient’s Class I (Angle) 
malocclusion as shown in Fig. 15. 


B. 


Fig. 10.—Patient R. M. A, Original models obtained May 26, 1956. 3B, Progress models, 
July 8, 1958. OC, Final models, Jan. 23, 1959. This patient was 14 years 3 months of age at 
start of treatment. Positioners were used for orthodontic treatment and Milwaukee braces for 
orthopedic treatment. Treatment time was 26 months; cooperation was intermittent. 


Control Cases 


CASE 10.—Patient D. 8., a boy aged 5 years 11 months, cooperated well during early 
treatment when wearing first a Risser jacket and then Milwaukee braces and undergoing 
spinal fusions to obtain a 20 degree spinal correction of idiopathie seoliosis. Two posi- 
tioners (incorporating expected lateral and anteroposterior transitional stage arch changes 


in the advance positioner setups) were worn during the first year of combined orthopediec- 
orthodontic treatment to improve a Class I (Angle) malocclusion with a strong Class IT 
tendency (Fig. 16). Because of a change in residence, orthopedic treatment during the 
subsequent eleven months was conducted without the positioner. The malocclusion that 
developed during this eleven-month interval of orthopedic treatment with a Milwaukee brace 
and spinal fusion is also recorded in Fig. 16. 
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Case 11.—Patient P. H., a girl 13 years 2 months of age, cooperated only fairly well 
and then not at all during treatment (a severe adolescent transition occurred) while wearing 
body casts and undergoing spinal fusions to gain a 30 degree spinal correction of idiopathic 
scoliosis. While the patient was not wearing three positioners (two of which were made 
with the intention of partially correcting the rapidly developing malocclusion which was 


ay APL 


Fig. 11.—Patient R. M. A, Pretreatment photographs made on July 2, 1956, show patient 
wearing positioner to support against Milwaukee brace which tilts head to left. _B, Final 
photographs made on Jan. 23, 1959. This patient wore Milwaukee braces and positioners for 
twenty-six months. 
appearing when the positioner was not worn with the initially placed body cast) during eleven 
months of combined orthopedic-crthodontie treatment, the Class IT (Angle) malocelusion 
became more extreme, as shown in Fig. 17. Treatment was finally discontinued because of 
lack of cooperation from the patient. 


Case 12.—Patient 8. 8., a girl aged 14 years 7 months, gave irregular and then very 
poor cooperation during twelve months of combined orthopedic-orthodontic treatment while 
wearing body casts and undergoing a spinal fusion to obtain a 30 degree spinal correction 
of scoliosis. Four positioners were not worn, and a rapidly ceeurring protrusion and loss 
in vertical dimension became evident when the closely molded chin support of the body east 
was unsupported by the patient’s positioner. The Class II (Angle) malocclusion became 
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more pronounced, as shown in Fig. 17. Later, as treatment continued the patient became 
more cooperative and recovery (not photographically recorded) from the greater part of 


this resultant malocclusion was accomplished. 


Fig. 12.—Patient B. L. A, Body cast and braces demonstrate lateral asymmetrical cast 
pressure against mandible and left side of face. B, Cranial part of cast assembly without 


positioner. Uneven shoulder level is demonstrated. 
C and D, Models of Patient B. lL. taken before treatment (C) and after treatment (D). 


DISCUSSION 


Individual Tooth Movement.—In addition to opposing cervical orthopedic 
cast or brace foree, a dental positioner may constructively accomplish ortho- 
dontic movement simultaneously if good cooperation is received from the patient. 
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It is possible to improve or correct some dental maloeclusions by making slight 
axial alignment changes (Case 7, Fig. 12), closing spaces (Case 6, Figs. 10 
and 11), rotating teeth (Case 1, Figs. 2, 3, and 4), making depressions (Case 6, 
Fig. 11), inereasing overbite (Case 8, Figs. 13 and 14), decreasing overbite 
(Case 1, Figs. 2, 3, and 4), decreasing overjet (Case 1, Figs. 2, 3, and 4), 


Fig. 13.—Patient S. H. A, July 2, 1956. Patient as casted without dental positioner. 
Chin is deflected to right. 


B, Position of patient as originally casted. 
C, Patient as casted with dental positioner in place. 


D, Head extended and forward up out of cast. Temporal-masseter exercise (with strong 
mentalis action) being done over positioner. 


(Continued on following page.) 


uprighting teeth (Case 6, Figs. 10 and 11), improving interdigitation (Case 
9, Fig. 15), creating tipping movements (Case 7, Fig. 12) and bodily movements 
(Case 9, Fig. 15, correcting midline deviations (Case 5, Fig. 9), correcting 
irregular tooth positions (Case 1, Figs. 2, 3, and 4), correeting some cross-bites 
(Case 1, Figs. 2, 3, and 4), and, within certain limits, increasing vertical dimen- 
sion (Case 6, Figs. 10 and 11). 


iene 4 ORTHODONTIC POSITIONER AND TREATMENT OF SCOLIOSIS 195 
Number 

The movements are most practical for patients whose orthopedie treatment 
plans eall for long periods of wearing casts or braces. Orthodontists will recog- 
nize that such dental movements, along with positional or functional changes, 
must be within the patient’s tolerance limits and within the elastie range of the 


Fig. 13 (Cont’d).—E, March 6, 1958, without positioner. Lateral and superior mandibular 
displacement to left is evident, with chest bar support being directed diagonally. Protrusive 
position of head with strong compression against inferior mandibular body evident. 

F, March 12, 1959, without positioner. Complete lateral mandibular displacement to left 
is evident, chest bar support being vertical, with anterior mandibular protrusive component being 
introduced. 


positioner. This positioner must cover all of the areas to be changed in the 
planned tooth repositioning. If attempted dental repositionings are beyond 
the stretch of an elastic positioner, the patient will be unable to seat the posi- 
tioner or the positioner will be uncomfortable to wear. In these instances a 
patient cannot be expected to wear the positioner. Ideally, actual orthodontie 
repositionings, when set up in wax on the duplicate model prior to fabrication 
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of the positioner, must keep the teeth over basal bone (Case 1, Figs. 2, 3, and 4). 
Only minor movement from the original tooth position should be made. Limi- 
tations must be recognized in the changes attempted. The degree and extent 
of movements may be increased by means of a series of positioners (Case 1, 
Fig. 2, B, C, and D) graded to accomplish changes in stages. 


B. 
Fig. 14.—Patient S. H. A, Original models made on May 31, 1956. An anterior tongue- 
thrust caused infraclusion of maxillary central and lateral incisors. 
B, Progress models made on Feb. 4, 1959. 


C, Final models made on June 27, 1959. Transition dentition was replaced by permanent 
dentition during treatment. 


Cooperation and Responsibility of Patient and Parent.—When patients 
do not cooperate and an unfavorable labioversion of the anterior teeth develops 
(Fig. 17), it sometimes is possible afterward, with the patient’s cooperation 
then being given, to make partial correction of the condition. In such instances, 
it is often necessary to have a series of positioners so constructed as to reguide 
the teeth into intermediate positions between this resultant malocclusion and 
the ocelusion desired. 


. 
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Fig. 15.—Patient M. Bb. A, Original models made on May 5, 1958. 
right canine and mandibular right lateral incisor were later extracted. 

B, Progress models made on June 27, 1958. 

C, Final models made on Dec. 10, 1958. 

D, Photographs taken on Nov. 23, 1959, show head position changes and pressures applied 
to head by cast. 


Impacted maxillary 
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Difficulty is encountered in retaining corrections between various intervals 
of cast wearing and cast changing. Even if forewarned to the contrary, when 
a cast or brace is removed the patient and his parents may feel that it is un- 
necessary for him to continue wearing the positioner. Particularly when cor- 
rective movements are being made, correction previously gained or held is 
quickly lost (Case 5, Fig. 9) if the positioner is not worn between cast changes. 


_ Fig. 16.—Patient D. 8S. A, Original models made on April 17, 1957. With caries sus- 
ceptibility high and oral hygiene poor, multiple deciduous extractions were done during treatment. 


b B, Progress models made on April 25, 1958. Positioners had been worn in conjunction 
with Milwaukee braces for past year. 


C, Final casts made on April 1, 1959. No positioner was worn during past year, as 
wearing of Milwaukee brace continued. 


At intervals of removal of the cast or brace during treatment, the attending 
orthopedic surgeon can help by making a further explanation to the patient 
and his parents, and advising the continued wearing of the positioner while 
the cast or brace is off. This is most constructive if tooth movement in con- 
junction with stabilizing of the denture has been the planned objective of 
orthodontic treatment in these orthopedic cases. It facilitates a continuation 
of the cooperation which is so vital to successful treatment with orthopedic 
applianees and the dental positioner. The orthopedic surgeon attending the 
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patient should be kept closely informed as to the necessity of the patient’s con- 
stant wearing of the positioner. In turn, the orthopedic surgeon can enhance 
the positioner’s effectiveness by keeping the attending orthodontist informed 
regarding proposed cast changes. Motivation of the patient is the basie factor 
in gaining cooperation during such intervals. 


Fig. 17.—A, Patient P. H. Models made on April 17, 1958, showing original malocclusion. 

B, Patient P. H. Models made on May 28, 1958, show malocclusion that resulted from 
sd not wearing positioner provided while casted with Risser jackets over eleven-month 
period. 

C, Patient S. S. Models made on April 30, 1957, showing original malocclusion. 

D, Patient S. S. Models made on March 26, 1958, showing increase in severity of mal- 
occlusion over an eleven-month period as patient (casted in a Risser jacket) refused to wear 
positioner properly. 


Often several casts are required during the course of orthopedic treatment. 
The patient may be admitted to and discharged from the hospital several times 
during the course of a year or two of orthopedic treatment. This involves 
a transfer of responsibility in the patient’s management from the nursing 
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staff to the parent. When the parent is fully instrueted and cooperates con- 
scientiously, this transition can be managed. Here motivation of the parent 
is the related factor. 

Since, basically, patient motivation and cooperation keynote this entire 
treatment procedure, it is constructive to show the patient the setup model 
(Case 1, Figs. 2, 3, and 4) and to indicate the objective in the procedure being 
followed. The orthodontist may prevent failure by showing the patient (in ad- 
vance of treatment and/or during the early stages of treatment, particularly 
if cooperation is not being given) a series of models of another patient who has 
not worn the positioner while wearing an orthopedic east. 


Orthopedic Appliance—Dental Positioner Interrelationship—The Risser 
jacket, the chin pad of which is molded to the mandible and to the chin’s con- 
tour (Fig. 4, C), is apparently a more powerful displacing force against the 
teeth than is the Milwaukee brace (Case 8, Fig. 13, E and F’) whieh does not 
have such a closely molded chin cup. 

A patient must be clearly informed that the teeth will be loose during 
treatment. For four to six days following placement of the positioner a 
patient will feel a slight soreness and mobility of the teeth. This is related 
directly to the amount of tooth displacement initially incorporated in the posi- 
tioner setup and to the force of the-patient’s closure into the positioner. 

It is constructive for the positioner to be placed five to seven days prior 
to placement of the cast. This has the advantage of having the patient’s ad- 
justment to the initial discomfort of tooth movement following positioner ap- 
lication completed before the cast is placed and it also facilitates better stabi- 
lizing of the mandible (into the positioner) at the time of casting. Another 
advantage to placing the positioner prior to casting is that the discomfort of 
the positioner and the adjustment to the cast are experienced by the patient at 
different times. This makes the entire procedure more comfortable for the 
patient. 

It is vitally important that the patient have the teeth fully seated into 
the positioner at the time of casting. After a first cast has been placed, one 
should carefully observe at the time of subsequent cast placement whether 
or not the patient closes fully into the positioner. Some uncooperative patients 
have a tendency to withdraw the teeth from the positioner during placement 
of the second east, having learned from the first casting that by so doing they 
will have greater mobility of the mandible following cast placement. 

From the standpoint of spinal extension, the question of whether the posi- 
tioner should be placed before or after the cast or brace is placed is open to 
postulation. In eases in which the positioner has been placed following the set- 
ting of the Risser jacket type of appliance (Fig. 4, () a hurting in the occipital 
area against the border of the Risser jacket collar has been noted approximately 
twenty-four to forty-eight hours after placing of the positioner. With the mouth 
open approximately 2 to 3 mm. wider after the positioner is placed, the inferior 
border of the mandible will contact the cast or brace sooner. Therefore, the head 
is tipped posteriorly slightly farther than when the patient was first casted. As 
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a result, the occipital portion of the collar is prematurely contacted. Until the 
patient learns to extend the head slightly farther out of the collar and/or to 
tolerate the new pressure, there ensues a period of discomfort. Unless the 
adaptation of the Risser jacket collar has been extremely close, this should be 
tolerated by the patient. } 

At times during placement of a cast the mandibular position with respect 
to the maxillary position is incorrect. To avoid this, it has been found advisable 
for the positioner to be constructed and placed so that the patient is familiar 
with it and its use before the cast or brace is placed. When casting is done, it 
is advisable for the orthopedie surgeon to request the patient to close the teeth 
fully into the positioner and to keep the mouth firmly closed as the east is being 
molded against the mandible and the mandibular rami. If the patient does not 
place the mandible fully into the positioner during casting, the mandibular 
position will not be correct with respect to the new predetermined tooth positions 
being sought by the positioner. 

If mandibular position with respect to the cranium is ineorreet and the 
patient becomes uncomfortable in one or both temporomandibular joints when 
occluding into the positioner following placement of the cast, a new cast may be 
placed or a compromise procedure of widening the chin cup of the cast anteriorly 
may be followed. It is also possible that the chin area and the flange extending 
laterally up the ramus can be altered. However, altering the east usually re- 
duces its stability at the cervieal end. These procedures will ultimately result 
in less than the desired support for the mandible, reduce the cranial stability 
of the cast, and consequently make the dental positioner’s action less effective. 
Then resetting is the preferred alternative. 


General Findings.—During treatment with positioners where spaces are 
being opened for unerupted teeth (Case 1, Figs. 2, 3, and 4) or where erupting 
teeth are being guided into new positions (Case &, Fig. 14), patients show a 
tendency not to close hard into the positioner. They explain that they do this 
because it is not completely comfortable to close hard. It may be necessary, 
as these teeth erupt, to coneave the tooth position into the positioner so that 
channels are made to guide the erupting teeth into position. 

Thompson?* *° and others have identified mandibular rest position as a 
position in which the teeth are not in occlusion but are apart 2 or 3 mm. Since 
dental positioners used are fabricated*™ in a simulated rest position, funetion- 
ally the position in which the mandible is held by the positioner is a physiologi- 
cally natural one and is comfortable for the patient. Funetion during temporo- 
masseter exercising used during positioner treatment could be considered 
physiologic, since this exercise starts, just as mastication does, from a mandibular 
rest position.?® 2% 23, 25-27 

Differential Diagnosis ——When a patient has already assumed a ‘‘conveni- 
ence bite’’ on the side opposite the space where posterior teeth have been | 
previously lost, there may well have already developed a midline deviation and q 
an asymmetry of the maxillary arch with respect to the medium raphe. Love- 
joy’® reported seeing in many persons clinical asymmetry in maxillary and/or 
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mandibular arch size in the median sagittal, frontal, or Frankfort planes cor- 
related with half of the body generally being asymmetrical in length, breadth, 
or width. This type of asymmetry should not be overlooked, but it should be 
clearly differentiated from the functional type of midline asymmetry related to 
cross-bites and shifting of tooth position following loss of teeth. 

Ideally, preventing a dental malocclusion rather than correcting it after 
it has occurred would seem consistent with thorough orthopedic treatment 
planning and case management. 


SUMMARY 


1. This study was conducted for three and one-half years to determine the 
value of the dental positioner in conjunction with application of orthopedic casts 
and braces during orthopedic treatment of spinal scoliosis. The study included 
forty patients, aged 6 to 19 years, who were treated for intervals of from seven 
months to thirty-four months. 

2. In thirty-five of forty cases treated during this study, satisfactory main- 
tenance or improvement of dental occlusion was possible when positioners were 
worn properly in conjunction with orthopedic casts and braces placed by 
orthopedic surgeons treating scoliosis. 

3. In two of the five cases in which the patient’s occlusion demonstrated 
greater imbalance during orthopedic-orthodontie treatment, later cooperation 
from the patient and the parents made it possible for subsequent wearing of 
positioners to improve the undesirable malocclusion that developed during the 
first uncooperative part of treatment. 


4. In three cases, in which cooperation was completely lacking during 
orthopedic-orthodontie treatment, satisfactory maintenance of dentofacial rela- 
tionships and dental occlusion was not possible (Fig. 17). 


5. Thirty-five of forty patients satisfactorily treated with orthopedic ap- 
plianees and dental positioners worn simultaneously showed spinal curvature 
corrections ranging from 15 to 65 degrees along with constant or improved 
craniofacial relations and dental occlusion. The patients’ cooperation here was 
satisfactory to excellent. 


6. Good cooperation from the patient was a positive factor in cases where 
facial pattern and dental occlusion showed improvement in this orthopedic 
positioner treatment of scoliosis. 


7. The study demonstrated that the use of a dental positioner for orthopedic 
patients, along with placement of an orthopedic cast or brace, was highly 
individual. 

8. Results from this treatment procedure were more satisfactory when the 
dental positioner was inserted prior to placement of the orthopedic cast or brace. 

9. A limitation in the extent of tooth movement possible with a dental 
positioner was recognized in this study. 


10. Better gingival tone was noted in orthopedic patients wearing posi- 


tioners as compared to other patients under similar orthopedic treatment who 
were not wearing positioners. 
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11. The patient’s comfort is seemingly improved by the wearing of a posi- 
tioner during placement of a body east and brace in the orthopedic treatment 
of scoliosis. 


CONCLUSIONS 


1. Rubber dental positioners appear to play a valuable correlative role in 
orthopedic treatment of spinal scoliosis by maintaining or improving dental 
and craniofacial relationships and by preventing dental malocclusion during 
such orthopedic treatment. 

2. Stability of orthopedic braces or casts in treatment of scoliosis is en- 
hanced by constant wearing of the dental positioner. . 

3. Close cooperation of the patient, the parents, the attending orthopedic 
surgeon, and the nursing staff is vital to satisfactory dental positioner treat- 
ment during orthopedic treatment of scoliosis. 

4. Repositioning of teeth, within physiologic limits and within the posi- 
tioner’s range of action, was shown to be possible in treated clinical cases. 

5. Dental positioners were well tolerated by patients wearing orthopedic 
appliances during hospital and intermittent home treatment of scoliosis. 

6. In this procedure treatment is directly under the patient’s control, which 
must be recognized as being disadvantageous in principle. 

7. Prevention of dental malocclusion by coordinating positioner wearing 
with orthopedic appliance application, particularly in growing children, would 
seem consistent with thorough treatment planning and case management in the 
orthopedic treatment of scoliosis. The elastic dental positioner affords a means, 
well tolerated by the patient, through which this may be accomplished. 


ORTHOPEDIC GLOSSARY 


Body cast— A plaster cast covering parts or all of the legs, arms, trunk, 
back, and head. 

Chin pad— That portion of the orthopedic appliance that contacts the 
inferior mandibular body surfaces. 


Collar (of cast or brace)— ‘That supporting part of the orthopedic cast or brace that 
contacts the occiput, inferior mandibular surface, and neck. 
Degree of spinal correction Vertical variation (improvement) in spinal position compared 


(in scoliosis treatment )— to the original, recorded in degrees. 
Idiopathic scoliosis— A pathologie lateral and rotary spinal curvature originating 
without apparent extrinsic cause. 
Milwaukee brace— An adjustable trunk-neck brace which applies traction and 


lateral pressures to the trunk; used to correct scoliotic de- 
formities of the spine and then hold the spine in corrected 


position. 
Orthopedic-orthodontic treat- In this study, the combined and simultaneous use of dental 
ment (for scoliosis)— positioners with orthopedic appliance application during 
scoliosis treatment. 
Risser jacket— A plaster-of-Paris body cast applied in sections, extending 


from pelvis to skull and encompassing the head, neck, and 
trunk; it exerts traction longitudinally on the spine and 
provides lateral corrective pressure at the apex of the 
scoliosis; it is used to correct scoliotic deformities of the 
spine and to hold the spine in corrected position. 
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Scoliosis— Lateral and rotary curvature of the spine. 

Spinal curvature— Malalignment of the spine. 

Spinal fusion— A preliminary surgical uniting or joining together of two or 
more vertebral segments with bone grafts, usually performed 
to prevent recurrence or progression of scoliosis. 
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OCULAR HYPERTELORISM OF GRIEG: A CONGENITAL 
CRANIOFACIAL DEFORMITY 


Ricuarp A. GAaArD, D.D.S., Mopesto, CAuir. 


INTRODUCTION 


CULAR hypertelorism of Grieg, usually and inexactly called simply 

hypertelorism, is a rare congenital deformity of the cranial base and face. 
It is characterized primarily by an excessive spacing of the bony orbits 
(Fig. 2, B). 

The word Hypertelorism is derived from the Greek hyper (‘‘over, above’’) ; 
tele (‘‘far off’’), and ismos (‘‘eondition’’). Although defined as an excessive 
distance between any paired organs,’ in actual use the term is confined to the 
orbits, in reference either generally to their excessive spacing or to the 
specific syndrome under consideration here. The syndrome is properly re- 
ferred to as ocular hypertelorism of Grieg” * and is limited to that deformity 
in which the excessive interocular distance is primary and is not secondary 
to other deformities, such as facial or nasal clefts, frontal meningocele, en- 
cephalocele, or any of the other cranial dysostoses.* 


HISTORY 


Cases of this disease were described in the medical literature as early as 
1593,° but it was not until 1924 that Grieg? described the condition as a dis- 
tinet clinical entity and thus initiated a flood of published cases by other 
workers. The over-all pattern of these published reports over the next decade 
was generally one of casual collection of data with subjective evaluation, 
followed by considerable improvement in the quality of the literature. 

Probably about two dozen English-language articles of merit have ap- 
peared in the literature. This scarcity of useful published information may be 
due in part to the rarity of afflicted patients as well as to the faet that treat- 
ment, instead of being unique, is similar to that applied to the more common 
facial and cranial deformities. 


DESCRIPTION 
Reilly® describes hypertelorism as ‘‘a developmental congenital anomaly 
of the lesser wings of the sphenoid bone. Owing to the excess growth of these 


This thesis, which was given as a partial fulfillment of the requirements for certification 
by the American Board of Orthodontics, is being published with the consent and the recom- 
mendation of the Board, but it should be understood that it does not necessarily represent or 
express the opinion of the Board. 
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wings, the orbits are widely separated and the horizontal axes of the eyes are 
directed in a more lateral direction than is normal.’’ The reference here, 
as are most of those in this report, is to ocular hypertelorism of Grieg. The 
bridge of the nose is usually recessive and the base is unusually wide, with a 
resultant retroussé or saddle-nose appearance. One ease is reported in which 
a male patient, whose photograph at 1 year of age showed such a nose, had 
a well-formed nose with a high nasal ridge when he reached adulthood. 
Occasionally the nose is bifid.? The cranial sutures are normal, whereas in 
the cranial stenoses proper they are closed. Associated deformities are fairly 
common, particularly those of the extremities, such as syndactylia. Other 
aberrations reported with regularity are oculomotor malfunction, mental defect, 
roentgenographic lacunae in the cranium, and ‘‘high palate.’’ To a lesser 
degree, auditory, renal, and ectodermal disturbances have been associated. 
It has been suggested that the condition ‘‘predisposes to or may be connected 
with hypoplasia of the maxilla and of the whole skeleton.’ ’?° 

The outstanding and definitive symptom is the excessive distance between 
the eyes, which in extreme cases can be so marked that the eyes appear to be 
located at the corners or even almost at the sides of the face. Binocular 
vision can be impaired, and strabismus is present in many of the severe cases. 
Reasonably accurate measurement of the distance between the orbits calls 
for use of the canthi rather than the pupils as points of reference. In defining 
hypertelorism, one critical authority® uses the following standards: 


Circumference- 
Condition Canthus Index* Interorbital Indext 
Upper limit of normality 38 6.8 
Euryopiat 38-42 6.8-8 
Hypertelorism§ 42+ 8+ 


Both indices are easily and rapidly measured and computed. The author 
of these standards feels that the cireumference-interorbital index is the more 
valid but that a case of hypertelorism must qualify with both indices. How- 
ever, it is more reasonable that the clinician who uses these standards is justified 
in using considerable subjectiveness in their application. 

The roentgenographic appearance of cranial lacunae in many of the pa- 
tients is of interest to the orthodontist in that, when present, they are quite 
obvious in the lateral cephalometric roentgenogram. A large sella turcica has 
been reported in one ease,°® but its significance (if any) is unknown. 

Two true cases of ocular hypertelorism of Grieg have been described in 
detail at autopsy.”> Both showed gross morphologic changes, with the 
sphenoid bone the focus of the deformity and the adjacent facial and cranial 
bones necessarily also deformed. _ 

*Canthus index = Tateral eanthus distance 


interorbital distance (medial canthi) 
cranial circumference 


x 100. 


+Circumference-interorbital index = 


x 100. 


tEuryopia is an intermediate condition (stenopia being an abnormally small interorbital 
distance). 

§Apparently the author feels the same standards apply both to “hypertelorism” and to 
ocular hypertelorism of Grieg. 
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ETIOLOGY 

The condition of ocular hypertelorism of Grieg is one that is apparent in 
infancy’? and often at birth, and it apparently persists throughout life. 
Little or nothing is known regarding the possibility of differential growth that 
could conceivably initiate, aggravate, or mitigate the deformity; nor are sig- 
nificant reports” > of longitudinal study found. 

It appears that occasionally a hereditary factor of familial tendency is 
involved.* "4 Such a factor has been traced for as many as five generations.° 
The question of whether or not environmental influences are involved here has 
not been well studied as yet. Nevertheless, this apparent hereditary aspect 
has great practical significance in that it may lift the condition out of the 
freak category with ramifications both in the investigation of etiology and in 
the clinical handling of the personal as well as biologic problems of these 
patients.?° 

The majority of cases have not been found to involve any sort of heredi- 
tary aspect, and speculations as to other possible etiological factors are varied. 
Some have surmised possible association with median facial clefts and have 
commented on the resemblance to the embryonic face.’ 17 The high palates 
often reported may be similar to those seen in two of our patients (Figs. 3, C 
and D, and 4, B), which clinically suggest a bony palatal cleft. Aborted 
twinning or a tendency toward twinning of facial structures has been sug- 
gested, with the occasional bifid nose cited as partial evidence. 

It has been suggested that the occasional hereditary aspect may indicate 
that the cause of the deformity could lie in early commencement of ossification 
of the sphenoid bone and that some of the anomalies seen in the frontal and 
occipital regions may be the result of rickets.° Recent studies by Deuschele 
and Warkany'® have involved the production of deformities of the craniums 
and extremities of rats through controlled nutritional deficiences. 


As might be expected, suspicion has been directed to endocrine dysfune- 
tion and to renal dysfunction.® *° 


INCIDENCE 


While cranial stenoses and other craniofacial dysostoses involving excessive 
interocular width, some of which are often inaccurately termed merely ‘‘hyper- 
telorism,’’ are rare and seldom seen by the orthodontist, cases of ocular 
hypertelorism of Grieg are even rarer. The only example that could be located 
in northern California with reasonable, though not exhaustive, effort is de- 
seribed in this report. Several cases were known to exist, but the patients 
could not be located by practitioners who had treated them. Perhaps the in- 


‘eidence of this deformity might be one in 100,000 births. 


TREATMENT 


Treatment of ocular hypertelorism of Grieg is symptomatic and involves 
many of the procedures that are used in the treatment of cleft lip and cleft 
palate. 
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Plastic surgery appears to be the most usual and helpful procedure in the 
treatment of any deformity of the nose. Medial extension of the eyebrows is 
relatively simple and very valuable cosmetically. In disguising the spacing 
of the orbits, an interesting application can sometimes be made of the following 
well-known optical illusion : 


Visual and oculomotor disturbances are treated by the ophthalmologist, 
and the literature in this field is relatively complete. 
The incidence or trend of malocclusion or dental defeet is unknown, but 


‘‘high palate’’ is commonly reported, and it is unlikely that dental and ortho- 
dontie care offers any new challenges. 


CASE REPORTS 


The first three patients described here were referred for orthodontic 
treatment, each with the simple diagnosis of ‘‘hypertelorism.’’ Because of the 
orthodontist’s early ignorance of the unique nature of the condition and his 
later desire to avoid calling unnecessary attention to the deformities of these 
patients, little more than the ordinary orthodontic examinations and records 
were made. No unusual nutritional, environmental, or hereditary background 
was noted or found in the medical histories. 


CasE 1.—A girl, born April 13, 1945, was first examined in the orthodontic office when 
she was 8 years old. 

When this patient was 2 years of age, a plastic surgeon made the diagnosis of hyper- 
telorism with a large midfrontal meningocele, a turricephalic skull, multiple congenital de- 
formities (including syndactylia) of the hands and feet, and a severely retarded mentality. 
When the girl was 5 years old, a neurosurgeon’s examination revealed craniostenosis with 
increased intracranial pressure. Subsequently, multiple craniectomies were successfully per- 
formed. 

Orthodontic examination at the age of 8 years showed an apparent maxillary retrusion 
as well as a mandibular protrusion, the negative incisor overjet being about 25 mm. A 
median palatal cleft, about 25 mm. long and 10 mm. wide, involved the posterior region of 
the hard palate and the anterior part of the soft palate, although the posterior border of the 
soft palate was intact and apparently functioning normally. The maxillary alveolar processes 
were enlarged, and the marginal gingiva was inflamed. 

The development of the mandibular dental arch appeared normal, except for crowded 
incisors; the maxillary arch was very irregular, and no permanent teeth were erupted. The 
morphology of all erupted teeth was normal. 

Intraoral roentgenograms indicated the presence and normal form of all mandibular 
permanent teeth, as well as normal bone density and trabeculation. All maxillary permanent 
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teeth were apparently present, but the unerupted central incisors had large and distinct lingual 
cusps. Inadequate roentgenograms of the maxillary area limited further visualization of 
these structures. 

Cephalometric roentgenograms showed a shortened anterior cranial base, a shortened 
maxilla, possibly a slightly oversized mandible, and a very obtuse gonial angle. Obvious 
defects were visible in the cranium, upper face, cranial base, soft palate, and naso- 
pharynx; the sella turcica was, in cross section, about three times the average area. Since 
the deformity was so gross, none of the cephalometric analyses could be applied. 


A. 


B. 


Fig. 1.—A and B, Photographs and models of patient at 13 years of age. 
(Continued on following page.) 


The models made when the patient was 13 years old are shown in Fig. 1, B.  Intra- 
oral roentgenograms made at that time showed a diffuse radiolucency of unknown etiology 
in the periapical region surrounding the mandibular incisors. These films also revealed 
that the maxillary central incisors noted earlier were, in reality, supernumerary teeth with 
large dens in dente. Cephalometric roentgenograms (Fig. 1, C) showed that the deformity 
had increased in the preceding five years as a result of relatively retarded maxillary growth. 

The orthodontist’s initial diagnosis was ‘‘congenital defects of the bones of the cranial 
base and face resulting in severe malocclusion, with congenital cleft palate.’’ 
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Treatment was held to the minimum because of the patient’s inferior mental and 
social status and also because of the limitations imposed by the deformity. Suggested 
active orthodontic treatment or mandibular resection was rejected by the orthodontist, and 
care was limited to the recommendation that a palatal obturator be used and that selected 
teeth be removed to ease the crowding. 


This is probably a case of dysostosis craniofacialis (Crouzon’s disease) with the 
excessive interocular distance often found in this condition. 


Fig. 1 (Cont’d).—C, Roentgenogram made on May 1, 1953, when patient was 8 years of age. 


CASE 2.—A girl, born July 19, 1953, was first examined in the orthodontic office at 
3% years of age. Because of the patient’s apprehension, however, a fairly adequate oral 
examination could not be made until she had reached the age of 4% years. 

When the patient was 14 months old, a plastic surgeon made the diagnosis of ‘‘a typical 
hypertelorism’’ with a very broad nasal bridge and bifid nose tip. The intercanthal distance 
was 1% inches, and the interpupillary distance was 214 inches. At 27 months of age 
these measurements were 1% and 2% inches, respectively; the lateral incisors were absent, 
eruption was slightly irregular, and there was a slight protrusion of the mandible. When 
the child was 28 months old an ophthalmologist made a diagnosis of intermittent exotropia 
of the left eye. When she was 4 years 4 months of age, the surgeon reported the measure- 
ments to be 1% and 3 inches and stated that the greater development of the deformity 
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Fig. 2.—Case 2. A and B, Photographs of patient at the ages of 4 years and 4 years 10 
months, respectively. OC, Intraoral photographs at start of treatment, when patient was 4 years 
10 months of age. D, Models after completion of cross-bite treatment. 


(Continued on following page.) 
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was on the left side. At 5 years of age an ear, nose, and throat examination revealed 
chronic otitis media and some conduction hearing loss. A thorough ophthalmologic ex- 
amination was made when the patient was 5% years of age, and glasses were prescribed. 
At this time plastic surgery of the nose was undertaken. 


Fig. 2 (Cont’d).—F, Cephalometric roentgenogram made when patient was 4 years old. 


Orthodontic examination at the age of 4% years (Fig. 2, 4) revealed that, except 
for the craniofacial deformity, the patient was an apparently normal child. Mentality 
and personality appeared to be normal, and speech was ‘‘normal.’’ Except for one 
maxillary incisor, the full deciduous dentition was present. There was a slight maxillary 
contraction, with a consequent mandibular displacement to the right and a unilateral cross- 
bite. The lower teeth were spaced more than normally, there was a tendency toward an 
anterior open-bite (the parents reported a thumb-sucking habit), and there seemed to be a 
slight mandibular protrusion. These oral conditions were rather mild in comparison to those 
usually seen by orthodontists and were not at all suggestive of any gross facial deformity. 
The cephalometric roentgenogram was correspondingly devoid of obvious defect (Fig. 2, E). 


Because of problems in managing the patient, only a few intraoral roentgenograms 
were taken of the maxillary teeth in a search for caries, and impressions for models could 
not be made. 

The orthodontist’s diagnosis was initially that of a moderate malocclusion, probably 
caused by maldevelopment of the bones of the middle face and/or cranial base. 
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Orthodontic treatment was initiated at the age of 4 years 9 months, when the maxillary 
deciduous second molars were banded and a split lingual arch was placed to expand the 
maxillary dental arch (Fig. 2, C). Seven months later a chin cap was applied in the hope 
of retarding mandibular growth. The cross-bite treatment was uneventful and successful 
(Fig. 2, D) and was retained with a Hawley type of retainer. Cooperation in wearing the 
chin cap was poor, however, and the clinical impression at the time of the patient’s most 
recent visit in June, 1959, was that the mandibular prognathism had become more severe. 
The patient’s confidence and cooperation were achieved early in treatment but were lost 
shortly after bands were removed, very likely as the result of psychological trauma in- 
volved in plastic surgery on the nose. Models (Fig. 2, D) were made, however, and show 
the present occlusion. Extensive intraoral roentgenographie examination has been impossible 
and has been deferred until the patient again becomes amenable to these procedures. 

It is anticipated that future orthodontic care will be of only average difficulty, with 
an average prognosis if the mandibular prognathism can be controlled. 

This is a classic and pure case of ocular hypertelorism of Grieg, and it is as severe 
as the more extreme cases described in the literature. 


CasE 3.—A girl, born May 13, 1946, was first examined in the orthodontic office at 
the age of 9 years (Fig. 3, A and C). 

The patient was referred by her family physician to an experienced pediatrician, who 
examined her at 13 months of age and reported: ‘‘Malformation of skull, face, mouth and 
hand noted at birth. The skull was brachycephalie and turricephalic with partial closure 
of the coronal sutures; marked hypertelorism; narrow, high-arched palate, with irregular 
arrangement of the teeth; syndactylism of third and fourth fingers of left hand, with 
bifid distal phalanx of fourth finger.’’ When the patient was 3 years of age, the cranium 
was operated upon to reduce the danger of increased intracranial pressure. It was reported 
that the operation was successful in this respect and that it also led to an improvement in 
the patient’s appearance, probably as a result of improvement in the cranial contour. 
The hand was operated upon, with good results, when the patient was 4 years old. The 
general condition, development, and intelligence have always appeared to be satisfactory. 
No difficulties other than those noted above have been reported. 

Orthodontic examination at 9 years (Fig. 3, A and C) indicated that the patient was 
a normal child except for the craniofacial deformity. Mentality and personality seemed 
normal, and speech was ‘‘normal’’ except for a slight lisping. The anteroposterior 
relationship of the dental arches was neutral. The mandibular arch was basically ex- 
cellent, but the maxillary arch was very narrow and the palate was extraordinarily high 
(actually, about 10 mm. higher in the molar area than Fig. 3, C suggests, since the narrow- 
ness of the palate did not allow its accurate reproduction). An open-bite with tongue- 
thrusting was present in both the incisor and the mandibular deciduous molar areas. 
Each side of the palate presented an area of flabby soft tissue which was perhaps 3 mm. 
thick and centered midway between the palatal midline and the teeth. 

The facial appearance is shown in Fig. 3, 4. The examination record stated that the 
clavicles were not found upon palpation, an apparently inaccurate examination. 

Intraoral roentgenograms indicated normal dentition and bone, except for ankylosed 
lower deciduous molars and what appeared to be a bony palatal cleft, about 3 mm. wide, 
lateral to the midpalatine suture and extending from about the distal border of the hard 
palate to the canine region. 

Cephalometric roentgenograms revealed a mandible with a very obtuse gonial angle 
and a large Frankfort-mandibular plane angle. Although the entire crainum did not 
appear on the film, turricephaly was suggested, and lacunae appeared in the anterior portion 
of the cranium. The over-all appearance suggested excessive vertical growth of the face. 
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The orthodontist’s initial diagnosis was cleidocranial dysostosis. 


Treatment was undertaken immediately, with banding of all maxillary teeth except the 
deciduous canines and first molars; labial and lingual arches were used to expand the 
arch and align the incisors. After nineteen months these appliances were removed, and a 
simple removable acrylic appliance was placed to retain the expansion. Meanwhile, the 
ankylosed mandibular deciduous molars were removed and replaced with a functioning 
acrylic appliance to confine the tongue. This was discarded upon satisfactory eruption of 
the premolars. Myofunctional therapy of the tongue perversion was instituted, but it was 
soon withdrawn because of the patient’s failure to cooperate in this aspect of treatment. 


Fig. 3 (Cont’d).—E, Roentgenogram made when patient was 13 years of age. 


Permanent-dentition treatment was started when the patient was 13 years of age 
(Fig. 3, D, and EZ). It was found that the upper first permanent molars had been expanded 
12 mm. with little tipping and that the other posterior teeth had erupted in a wider 
arch, thoroughly justifying the earlier treatment. The redundant palatal soft tissue 
seemed to have regressed in both thickness and area and appeared to have greater resistance 
to compression. 


The intraoral roentgenograms showed normal dental and alveolar tissues, except for 
resorption of about 3 mm. of the root apices of the upper incisors; thyroid administration 
was deemed desirable in the hope of retarding further resorption. No roentgenographic 
or clinical study was made of the possible bony palatal cleft noted earlier. The clavicles 
were present and normal to palpation. 
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The open-bite (Fig. 3, D) now was confined to the incisor area. Most of the normal 
incisor overjet that had been orthodontically achieved had been lost because of lack of 
retentive treatment in this area. 

Cephalometric roentgenograms (Fig. 3, EH) showed a marked and disproportionate 
increase in the vertical dimension of the face, and photographs (Fig. 3, B) showed a 
deterioration of the patient’s appearance in spite of recent plastic surgery on the nose. 

Permanent-dentition treatment was undertaken with an edgewise appliance on all 
teeth except the second molars, aided by a maxillary coil spring-loaded split lingual arch. 

It is anticipated that treatment will progress rapidly and will be concluded with a 
normal dentition; however, it is expected that permanent retention of the expanded maxillary 
arch will be required. 

Essentially, this is a case of craniostenosis (specifically turricephaly) with other defects, 
including excessive interocular width. 


B. 


Fig. 4.—Case 4. A and B, Photographs and models, respectively, made when patient was 
5 years 3 months of age, before treatment was instituted. 


(Continued on following page.) 


Case 4.—A girl, born July 7, 1954, was first examined in the orthodontic office at the 
age of 4 years 10 months (Fig. 4). 

The family dentist, a neighbor of the patient, had early noticed a peculiarity in the 
child’s facial appearance, body conformation, and gait. Upon examining the patient in 
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his office when she was about 4 years old, the dentist was disturbed by the redundant 
palatal tissue (similar to that found in Case 3) and the suggestion of a bony palatal 
cleft. His models and description of the patient suggested to the orthodontist the pos- 
sibility of a craniofacial dysostosis involving excessive interocular width. Later, the 
orthodontist’s receptionist, after first meeting the child, remarked that she looked like 
‘‘another hypertelorism patient.’’ 


The medical history as given by the child’s mother was brief and uninformative, except 
for the fact that the mother had been about 50 years old at the time of the child’s birth. 


Orthodontic examination showed a child who was normal to casual observation, except 
for a mild physiognomie aberration that was evidently caused by a saddle-nose and widespread 
eyes. The mother later said that the mild underdevelopment of the nose was inherited. 


Fig. 4 (Cont’d).—C, Roentgenogram made when patient was 5 years 3 months of age. 


The maxillary arch was contracted, with a bilateral cross-bite, and the incisor overjet was 
excessive. An open-bite in the incisor area, a tongue perversion, and a mild thumb- 
sucking habit were found. Intraoral roentgenograms showed that all was normal, except 
for moderate rotations of unerupted incisors and lower premolars. Cephalometric roent- 
genograms showed only a slight mandibular prognathism (in spite of the fact that the 
dentition was in an opposite condition). 


The orthodontist ’s tentative diagnosis was mild ocular hypertelorism of Grieg or euryopia. 
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Orthodontic treatment has been initiated to expand the maxillary dental arch and 
at the same time to correct the mild anteroposterior malrelationship of the teeth. Prognosis 
seems excellent. 


The diagnosis is unknown. There does exist, however, a generalized deformity of a 
mild degree. 


DISCUSSION OF CLINICAL OBSERVATIONS 


While only one ease of ocular hypertelorism of Grieg could be located for 
examination, the other cases reported here had been erroneously diagnosed as 
such or as ‘‘hypertelorism’’ and are presented here as an aid in differential 
diagnosis. It is not known whether or not the contracted maxillary dental 
arch common to all four patients has particular significance, but this bears 
further consideration. 

Partly because of limited facilities, but mostly in deference to the sensi- 
bilities of the patients, more exhaustive examination has not been undertaken. 
It is unlikely that additional information would result in any practical 
benefit for the patients concerned here. 


A eomparison of the foregoing cases is shown in Table I. 


TABLE I 


CASE NO. 
CONDITION 2 | 


Familial tendency 

Mental defect 

Exophthalmia 

Deformity of extremities 
Systemic disease 

Craniostenosis 

Roentgenographic cranial lacunae 
Cleft palate 

High palate 

Mesioclusion 

Distoclusion 

Relative mandibular prognathism 
Contraction of maxillary dental arch 
Open-bite with tongue perversion 
Excess palatal soft tissue 

Gross speech defect 


X indicates the presence of the detail listed. 


SUMMARY 


The very rare congenital deformity of ocular hypertelorism of Grieg has 
been defined and differentiated. The relatively meager literature has been 
searched, and salient facts and opinions have been noted. Four clinical cases 
have been described from the viewpoint of the orthodontist. Although about 
one-third of the references consulted are cited, the works of Walsh,'* Bojlen,° 
and Webster’ cover the subject particularly well. 


CONCLUSIONS 


1. The terms hypertelorism and ocular hypertelorism of Grieg are usually 
confused with each other and are used with significant lack of care. The 
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former term should be discarded entirely and replaced by a suitable deserip- 
tive phrase, such as excessive interocular width. Ocular hypertelorism of Grieg, 
while ponderous, is a satisfactory name for the condition that is considered in 
this report. 

2. Although ocular hypertelorism of Grieg can be a distinet clinical entity, 
its existence in all degrees and its close relationship (and even overlapping) 
with other craniofacial deformities must be recognized. 

3. The symptom of excessive interocular width may occur in association with 
any of the craniofacial dysostoses. 

4. The method of selection and the paucity of clinical material studied here, 
as well as the inadequate descriptions in the literature, preclude even a tenta- 
tive conclusion regarding the relationship, if any, between the over-all deformity 
and any oral or dental defect. 

5. Orthodontic treatment appears to be valuable when malocclusions are as- 
sociated with gross craniofacial deformities. 
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Editorial 


FOREWORD 


When a specialist in orthodontics has enjoyed many years of teach- 
ing experience on a university level, in both undergraduate and gradu- 
ate areas, the impact of what he conveys to his students is interesting. 
When the teacher at the same time happens to be the immediate past- 
president of the American Board of Orthodontics (the accrediting 
agency of the American Association of Orthodontists), his opinions are 
of added interest for readers of the AMERICAN JOURNAL OF ORTHO- 
pontics. The editor requested that L. Bodine Higley, Professor of 
Orthodonties at the University of North Carolina, set forth his views 
in the editorial that follows. 


ORTHODONTIC THERAPEUTIC FOLLY 


S FAR as ean be determined, the orthodontist is the only member of the 
health services who deems it necessary to guarantee a permanent treatment 
result. This guarantee is entirely unwarranted unless it is known that all 
structures have been corrected to a state of acceptable equilibrium and that the 
etiological factors responsible for the original deformity have been eliminated. 
The responsibility of maintaining the desirable result that has been achieved 
is further complicated by the apparent assumption that the original cause will 
never return or that an entirely new and different etiological factor will not 
produce a new deformity that is either similar to or quite unlike the original one. 
Permanence of result is a desired goal of all orthodontic treatment, but 
unless the cause or the chain of etiological factors responsible for the original 
deformity can be discovered and eliminated, the most perfect correction is 
more or less doomed to relapse without permanent mechanical retention. The 
latter may or may not be feasible or possible. If the cause of the original 
deformity is entirely hereditary it cannot be eliminated, but by the time treat- 
ment has been completed some hereditary causes may not be potent enough to 
do further damage. The patient should be warned that some etiological factors 
cannot be determined and that others cannot be eliminated, even if known. 
He should be told also that, in spite of this, many deformities can be completely 
corrected or the conditions which they produce can be greatly improved, that 
many do not relapse, and that correction can be adequately maintained by 
comparatively simple retentive appliances. 
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Corrected deformities in other parts of the body usually need permanent 
retentive support, which is accepted by the patient if it is carefully explained 
before treatment is attempted. This also could be true with respect to ortho- 
dontie patients. 


In all other branches of the healing arts the condition presented by the 
patient is treated, but no guarantee of a permanent result is offered. The 
orthodontist is fortunate that many results obtained are quite permanent and 
also that deforming etiological factors tend to be less devastating as the patient 
advances in age, unless they are of a potent pathologie or hereditary nature. 

After a reasonable period of time, however, the orthodontist should be 
absolved of further responsibility unless permanent mechanical retention is 
instituted. 


As in all other health services, it is important that the orthodontic patient 
be instructed to return at periodic intervals for further observation in order 
that the orthodontist may decide whether an etiological factor is again active 
in the production of a dental or dentofacial deformity, stop its progress if 
possible, and correct the abnormality if correction is deemed advisable. In other 
words, the patient should be subject to the same recall or periodic re-examina- 
tions expected in all other branches of the healing professions. 


The orthodontist cannot continue to promise acceptable dentofacial rela- 
tionships for the life of the patient as a result of a single orthodontic correction. 
Isn’t it time that the orthodontist took a more realistic attitude toward the 
services that may be rendered? This should in no way reflect adversely on the 
fine and permanent results obtained for many treated patients. 


L. B. Higley, B.A., D.D.S., M.S. 
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In Memoriam 


H. B. BOLT 
1879—1960 


in| B. BOLT of Corpus Christi, Texas, formerly of Enid, Oklahoma, died on 
eNoy. 29, 1960. 

Dr. Bolt was born on March 6, 1879, in Clark County, Arkansas. In 1907 
he graduated from Washington University School of Dentistry, where he was 
a member of Delta Sigma Delta fraternity. He did postgraduate work in ortho- 
donties at Columbia University in New York City. 


H. B. Bott 


Dr. Bolt practiced general dentistry in Amity, Arkansas, Fort Stockton 
and San Angelo, Texas, and Okmulgee, Oklahoma. In March, 1930, he moved 
to Enid, Oklahoma, where he practiced orthodontics until he retired in July, 
1948. Dr. Bolt had maintained auxiliary offices in Alva and Stillwater, Okla- 
homa, until 1946. Upon his retirement, he moved to San Antonio and later to 
Corpus Christi, Texas. 
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Dr. Bolt was a member of the American Association of Orthodontists and 
the Southwestern Society of Orthodontists. He held life memberships in the 
American Dental Association, the Oklahoma State Dental Association, and the 
Northwestern District (Oklahoma) Dental Society. He had served as president 
and secretary-treasurer of the Northwestern District Dental Society. 

In addition to his professional interests, Dr. Bolt was a very active member 
of the Oklahoma Philatelic Society, the Texas Philatelic Society, and the Ameri- 
ean Philatelic Society, and he had received several awards for his displays of 
stamps. 

A member of the First Methodist Church, he was one of the founders of 
the Methodist Golden Agers in Corpus Christi and Kerrville, Texas. He was 
also a Master Mason and a member of the Hi 12 Club. He was a member of 


the Lions Club in Enid, and in Okmulgee, Oklahoma, he served as president of 
the Lions Club. 


Dr. Bolt is survived by his daughter, Mrs. Glenn S. Woods of Corpus 
Christi, Texas, and a sister, Mrs. J. D. Eaton of Houston, Texas. 


Dr. Bolt’s death came as a severe shock to his many friends. Even after 
his retirement from orthodontics, his interest in and enthusiasm for his pro- 
fession and its work never diminished. 


George R. Webber, D.D.S. 


THOMAS GUNTER DUCKWORTH 
1888—1960 


HOMAS GUNTER DUCKWORTH, pioneer Texas orthodontist, died in 
Boerne, Texas, on Dee. 30, 1960. 


Dr. Duckworth was born in Siloam Springs, Arkansas, on Jan. 20, 1888. 
He attended grade school in Siloam Springs and later went to the Cherokee 
National Male Seminary in Talequah, Oklahoma, where his cousin, the late 
Will Rogers, was also a student. In 1912 he graduated from the Kansas City 
Dental College (now a department of the University of Kansas City). 


For one year he was associated with the late W. J. Brady in the practice of 
orthodontics in Kansas City, and during that period he became a member of 
the first class of the Dewey School of Orthodonties. 

In 1913 Dr. Duckworth located in San Antonio, Texas, where he became 
the first Texas dentist to limit his practice to orthodontics. Some six years later 
he was one of a group of eight who organized the Southwestern Society of Ortho- 
dontists. In 1920 Dr. Duckworth and T. O. Gorman formed a partnership for 
the practice of orthodontics. Dr. Duckworth retired from practice in 1951. 


Dr. Duckworth was active in the Southwestern Society and lived to see its 
membership pass the 200 mark. He served as president of the Southwestern 
Society in 1924, and in 1957 he was presented with the Martin Dewey Memorial 
Award for outstanding service to the progress of orthodonties in the Southwest. 
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Dr. Duckworth was very active in civie affairs. He served on the Alamo 
Heights School Board for fifteen years, and for eight years he was chairman of 
the Board of Managers of the Robert B. Green Hospital. He was a member of 
the Rotary Club for over thirty years and was a 32° Mason. In addition to local 
civie and professional activities, he participated in professional activities at the 
state level. He served as president of the Texas Dental Association in 1940, 
and for several years before his retirement he was assistant editor of the 
Journal of the Texas Dental Association. 


For recreation, Dr. Duckworth was an avid hunter. He was equally in- 
terested in the management of his ranch of more than 1,000 acres some 8 miles 
north of Boerne on the Guadalupe River. 


THOMAS GUNTER DUCKWORTH 


It was tragic that one who had been so active should be terribly crippled by 
arthritis during the last few years of his life. However, he was always opti- 
mistie and mentally alert, and he greatly enjoyed the many visits of his friends. 
Shortly after his retirement he shared the honor of a testimonial dinner given 
by the Southwestern Society of Orthodontists. This event, together with his 
annual birthday parties which many friends attended, was most helpful in 
maintaining his constantly optimistic good spirits. 


There was an overflow attendance at the final service on New Year’s Day. 
The floral tribute was very beautiful. Dr. Duckworth is survived by two 
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brothers, two sisters, two sons, and two grandchildren. Burial was at Boerne, 


Texas. So mote it be. 
P. G. 8. 


RAYMOND L. WEBSTER 
1893-1960 


AYMOND L. WEBSTER a prominent orthodontist in Providence, Rhode 
Island, died of a heart attack on May 14, 1960. He was 67 years of age. 
Dr. Webster was born in Providence and received his early education there. 
He was a graduate of the Harvard Dental School. During World War I he went 
to France as a regimental dental surgeon with the 66th Coast Artillery; he 
was discharged as a captain. 


RAYMOND L. WEBSTER 


Dr. Webster was a faculty member of the Postgraduate School of Orthodon- 
ties at Harvard Dental School for many years. He was instrumental in establish- 
ing the Orthodontie Clinie at Rhode Island Hospital, Samuels Dental Infirmary, 
and had served on the infirmary’s staff for ten years. He also had been a 
member of the orthodontic staff of Forsyth Dental Infirmary in Boston. 
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Dr. Webster was a past president of the Rhode Island State Dental Society, 
the Northeastern Society of Orthodontists, and the American Board of 
Orthodonties. 


He was a Fellow of the American College of Dentists and an active member 
of the American Dental Association and the American Association of Ortho- 
dontists. 


Raymond Webster was interested in all phases of life and was active in 
the Turks Head Club, the What Cheer Lodge, the Royal Arch Chapter of 
Providence Council, Calvary Commandery and Palestine Shrine (Masonic units). 
He was also a member of the Providence Art Club and the South County Art 
Association. He was a member and former Commodore of the Saunderstown 
Yacht Club and a veteran member of the Board of the Willet Free Library in 
Saunderstown. He was chairman of the Building Committee of St. Martin’s 
Episcopal Church in Providence when the chureh was completed. At the time 
of his death, he was a member of St. John the Divine Church in Saunderstown 
and was a past Senior Warden of that church. 

Surviving are his wife, Elsie Graves Webster; two sons, H. Macy Webster 
of Saunderstown and Raymond L. Webster, Jr., of Providence; a daughter, 
Mrs. Irving C. Sheldon of North Kingstown; and nine grandchildren. 

Dr. Webster was always such a vital and interested member of our Society, 
as well as a leader, that he will be sorely missed. His active participation in all 
Society activities has always been an inspiration. 


THEREFORE, BE IT RESOLVED that this Society place on record its 
appreciation of his services and express its sorrow in the loss sustained, and 
be it further 


RESOLVED that a copy of these resolutions be forwarded to the bereaved 
family as evidence of our sympathy and spread in full upon the minutes of 
the Society. 


(Unanimously adopted at the fall meeting of the Northeastern Society of 
Orthodontists, Nov. 14 and 15, 1960.) 


BERNHARD WOLF WEINBERGER 
1886-1960 


HE Northeastern Society of Orthodontists deeply regrets the passing of 

Bernhard Wolf Weinberger, orthodontist and historian, at the age of 74. 

Dr. Weinberger graduated from the University of Pennsylvania Dental 
School and did graduate work at the Angle School of Orthodontia. He was a 
pioneer in this field, lecturing at the University of Pennsylvania and the Balti- 
more College of Dental Surgery on orthodontic history. 

Dr. Weinberger wrote several books, the best known being Introduction to 
the History of Dentistry (Mosby, 1948) and Orthodontics, an Historical Review 
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of its Origin and Evolution (Mosby, 1926). He was the author of many scientific 


papers and articles on dental history. He also wrote a biography of Pierre 
Fauchard. 


As founder, in 1930, of the United States Section of the International 
College of Dentists, he was for many years vitally interested in this organization. 

Combining his hobby with his profession, dentistry, he had served as 
Chairman on History of the American Dental Association and chairman of 
a similar committee of the Dental Society of the State of New York. He also 
had been president of the New York Society of Dental History and Culture. 


He was a Fellow of the American Association for the Advancement of 
Science and a member of the Bibliographical Society of America and the Ameri- 
can and New York Societies of Medical History. 


In 1946, he wrote a tribute to Milo Hellman, a friend and professional 
associate. He closed the article with the following paragraph by Darwin, which 
may aptly be applied to Bernhard Wolf Weinberger: 

My success as a man of science, whatever this may have amounted to, has been deter- 
mined, as far as I can judge, by complex and diversified mental qualities and conditions. 
Of these, the most important have been—the love of science, unbounded patience in long 
reflecting over any subject, industry in observing and collecting facts, and a fair share of 
invention as well as of common sense. With such moderate abilities as I possess, it is 


truly suprising that I should have influenced to a considerabie extent the belief of scientific 
men on some important points. 


THEREFORE, BE IT RESOLVED that the members of the Northeastern 
Society of Orthodontists do hereby express their highest esteem and gratitude 
for his services; that his example, contributions, and spirit will forever remain 


one of the brightest pages in the history of our pioneers who laid the founda- 
tions of orthodontics; and 


BE IT FURTHER RESOLVED that a copy of these resolutions be for- 
warded to the bereaved family as evidence of our sympathy and be spread on 
the minutes of the Society. 


(Unanimously adopted at the fall meeting of the Northeastern Society of 
Orthodontists, Nov. 14 and 15, 1960.) 
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Department of Orthodontic Abstracts and Reviews 


Edited by 
Dr. J. A. SALZMANN, NEw YorK CITY 


All communications concerning further information about abstracted material and the accept- 
ance of articles or books for consideration in this department should be addressed to Dr. J. A. 
Salzmann, 654 Madison Avenue, New York. 


Abstracts of Papers Presented Before the Research Section of the 
American Association of Orthodontists 
Washington, D. C., April 26, 1960 


The Effectiveness of Posthypnotic Suggestion Upon Control of the Tongue- 
Thrusting Habit in Relation to Trance Depth: By George Lynn Palmer, 
D.D.S., M.S., University of Tennessee, College of Dentistry, Memphis, 
Tennessee. 


The effectiveness of posthypnotic suggestion in controlling the tongue- 
thrusting habit which oecurs during the act of perverted swallowing was ap- 
praised in relation to trance depth. — 

The thirteen patients included in the study were able to arrest the tongue- 
thrusting habit after four to five hypnotic sessions. A mean of one hour and 
twenty-one minutes was spent with each patient during the hypnotic sessions. 

Each ease was evaluated clinically, cephalometrically, and statistically. The 
difference between. the original and final measurements in each case was at- 
tributed to the correction of the tongue-thrusting habit and to the subsequent 
partial spontaneous self-correction of the existing open-bite and overjet rela- 
tionship, except in those eases in which orthodontic movement of the incisors 
was involved. ; 

The range, mean, standard deviation, and standard error of the relationship 
of the maxillary central incisor to SN, the mandibular central incisor to FH, 
difference in overjet, and difference in overbite were calculated for each patient. 
The ‘‘t’’ test was applied to determine whether a significant difference existed 
between the original and final linear and angular measurements. A significant 
difference was found at the 2 per cent (.02) level. 

Regardless of the trance depth achieved, no additional fortification was 
necessary to maintain the stable result after the tongue-thrusting habit was 
arrested. At the termination of the study, none of the patients in whom tongue- 
thrusting was arrested had relapsed. The mean number of days the habit had 
been arrested was 315 per patient. No relationship could be demonstrated be- 
tween the trance depth and the correction of the tongue-thrusting habit. 


434 LocHwoop VILLAGE 
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A Growth Study in Ramus Height: By William Gene Schneider, D.D.S., M.S., 
University of North Carolina, School of Dentistry, Chapel Hill, North 
Carolina. 


A lateral roentgenographic cephalometric investigation was undertaken on 
twenty-four white boys and twenty-two white girls at least 8 years of age but 
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not yet 9. All were of Northern European ancestry and were selected on the 
basis of their particular age and the fact that they were not receiving ortho- 
dontic treatment. 

Each subject was oriented in a Higley head positioner for an open-mouth 
profile roentgenogram on two separate occasions, the second following the first 
by six months. Each roentgenogram was subsequently traced, and the linear 
measurement to be considered was recorded. 

A statistical analysis was made of the differences in the two measurements 
for boys and girls. 

The ramus height of the male is larger than that of the female at age 8, 
and there is no significant difference in growth increment between males and 
females for the six-month interval studied. 

Growth trends were not apparent from this study, because of the compara- 
tively short time interval of the two measurements on each group. These data, 
however, will serve as a base line for the longitudinal study projected. 


45 DAVIE CIRCLE 
CHAPEL Hitz, N. C. 


A Study of the Stability of Orthodontic Treatment: By Werner Martin 
Pfluger, D.D.S., B.S., M.S., University of Tennessee, College of Dentistry, 
Memphis, Tennessee. 


A critical analysis was made of the stability of twenty-one treated cases 
from the time retention was initiated to a time no less than six months after all 
retention was discontinued. 

Tracings were made from lateral cephalometric roentgenograms. One trac- 
ing was made at the time of retention, and another was made during the post- 
retention period. The average length of time that the patients studied had been 
out of retention was twenty-three months. @ 

The following angular measurements were made on each film: S-N-a, S-N-b, 
a-N-b, 1 to mandibular plane, 1 to SN, 1 to Frankfort horizontal plane to man- 
dibular plane. 

The following linear measurements were made on each film: NP to 1, NP 
to 1, overbite, and overjet. 

Plaster casts made at the time the patients were placed in retention and 
easts made at the time of this study were used. The following linear measure- 
ments were made on each mandibular cast: interecanine width, intermolar width, 
and inside arch length. 

A statistical analysis was performed to evaluate the significance of the 
measurements obtained. This included the arithmetic mean, the standard devia- 
tion, the standard error, and the range. The ‘‘t’’ test was used to ascertain the 
significance of any differences found in the data. The 5 per cent level was 
selected as the division between significant and nonsignificant differences. 

Minor but significant changes were found in the following measurements: 
S-N-b, a-N-b, 1 -NS, overbite, mandibular intermolar arch width, and mandibular 
arch length. 

In the group of patients studied, the changes that occurred in the positions 
of the teeth during the postretention period were minor and did not destroy the 
functional or cosmetic benefits of the treatment; therefore, the results of the 
cases studied were considered stable. 
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Dental and Basal Arch Measurements and Relationships: By J. Edward 
Gilda, A.B., D.D.S., M.S., and Raul Orillac, D.D.S., Eastman Dental Dis- 
pensary, Rochester, New York. 


Orthodontic casts and lateral cephalometric roentgenograms of ten adults 
with excellent occlusions were obtained. The general level of the root apices 
was estimated from the cephalograms and scribed onto the casts by a special 
pantograph, which also traced the extent of the basal arch. The most buceal 
limits of the dental arches were traced by an optical method. Area measure- 
ments from the two tracings were used to establish quantitative relationships. 
In the second method, the limits of the dental and basal arches were marked on 
the casts with fine copper wire; roentgenograms were taken of the casts and 
tracings were made. A line connecting the distal contact points of the first 
molars was used as the posterior limit on all the tracings. The respective areas 
contained within the limits of the dental and basal arches were measured with 
a planimeter. Agreement between the two methods was good. The ratio 
basal arch 
dental arch 
eent for the maxilla, with an average of 89 per cent, and 107 to 128 per 
eent for the mandible, with an average of 113 per cent. Another ratio, 
mandibular basal arch 


maxillary basal arch 


x 100 was established for each case. The range was 82 to 98 per 


x 100, resulted in a range of 97 to 120 per cent, with 


mandibular dental arch 
maxillary dental arch 
yielded a range of 80 to 89 per cent, with an average of 84 per cent. 

The mandibular basal arch was relatively much larger than the maxillary 
basal arch. This may be accounted for by a true morphologic difference and/or 
a masking of the bony configuration by muscle attachments. The relative size 
of upper to lower dental arch is cogsistent with common experience. 

The ratio of maxillary basal arth to dental arch was plotted against Howes’ 
analysis of tooth material to its supporting bone. No correlation between the 
two quantities was noted. Apparently different characteristics were measured 
by the two methods. Finally, large deviations from normal patterns were denion- 
strated in the case of certain malocclusions. 


x 100 


an average of 106 per cent. Finally, the ratio 


Changes in Denture and Skeletal Patterns Occurring During and Following 
Serial Extraction: By Thomas Woodson Rowan, D.D.S., M.S., Uni- 
versity of Tennessee, College of Dentistry, Memphis, Tennessee. 


The purpose of this study was to analyze some of the changes in the denture 
and skeletal patterns which took place during and following the serial extraction 
procedure. 

Fifteen eases which had been treated by the serial extraction procedure were 
examined. The cephalometric x-rays taken before treatment were compared to 
those taken after treatment. 

As a control, fifteen cases which could have benefited from serial extraction 
but did not receive the service were chosen. These cases had Class I molar rela- 
tionships and were characterized by severe crowding in the anterior regions. 

Angular and linear measurements were made to determine the changes 
which occurred during the serial extraction procedure. The linear measurements 
consisted of overjet, overbite, GoGn to 1 (measurement of a line perpendicular 


to GoGn which passed through the incisal edge of 1), 16 to GoGn (measurement 
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of a line perpendicular to GoGn which passed through the mesiobuecal eusp 
of |6). The angular measurements consisted of 1 to GoGn, 1 to 1 to NS, the 
a-n-b difference, | 6 to GoGn, GoGn to SN, and FMIA. 

A comparison was made between the pretreatment and postreatment records 
of the serial extraction group. <A ‘‘t’’ test was conducted on each of the com- 
parisons to determine their level of significance. The significant differences were 
overbite, overjet, 1 to 1, a-n-b, GoGn to 1, and |6 to GoGn. 

A comparison was made between the posttreatment records of the serial 
extraction group and the control group. A ‘‘t’’ test was conducted on each of 
these comparisons to determine their level of significance. 

Significant differences were discovered in the overjet and the vertical level 


of 1 as determined in the linear measurement of incisal edge of 1 to GoGn. The 
overbite increased significantly, while the overjet decreased significantly. 


TEMPLE, TEXAS. 


A Study of the Correlations of Some Vertical Facial Components in Males 
Possessing Class II, Division 1 Malocclusions: By Alex Calvin Shotts, 
D.D.S., M.S., University of Tennessee, College of Dentistry, Memphis, 
Tennessee. 


The purpose of the study was to determine the effects of orthodontic treat- 
ment upon certain vertical facial components in males possessing Class II, Di- 
vision 1 malocclusions. 

Lateral cephalometric roentgenograms of twenty-one white male patients, 
taken before and after satisfactory treatment of Class II, Division 1 maloc- 
clusions, were used in the study. Various types of mechanotherapy were used 
in treatment. 

Measurements, in tenths of millimeters, were made from nasion, along the 
facial plane, to perpendicular lines drawn to the facial plane at the levels of the 
anterior nasal spine, the lowest level of the upper lip, the incisal edges of the 
maxillary and mandibular central incisor teeth, and gnathion. 

For each measurement the mean, standard deviation, and range of meas- 
urements were computed. Each measurement was then converted into a per- 
centage of total facial height which was considered to be from nasion to gnathion. 

The ‘‘t’’ test was employed to determine the significance of differences ex- 
isting between mean ratios of vertical facial heights, as determined in the un- 
treated and treated Class II, Division 1 malocclusions and in exeellent occlusion 
cases. 

Using a 95 per cent level of confidence, the ‘‘t’’ test showed no significant 
differences between the ratios of the vertical height in the three groups. 


500 H Wooprow WILSON AVE. 
JACKSON, MIss. 


Lip and Cheek Musculature in Relation to Skeletal Structure and Denture: 
By Isaac Abrams, D.D.S., and Wendell Wylie, D.D.S., University of 
California School of Dentistry, San Francisco, California. 


An impression method was developed for relating the musculature of the 
lips and cheeks to the hard tissues of the mouth. Alginate impressions of the 
vestibule showed the areas of origin, course, and relative strength of the bucci- 
nator, masseter, quadratus superioris and inferioris, triangularis, mentalis, and 
orbicularis oris muscles. Photographic superimposition related the impression 
to the denture. 
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Correlation of the musculature to the skull was achieved by cephalometric 
means. A buccal shield was constructed of wax and carefully extended to points 
of muscle attachment. By palpation, muscle origins were recorded on the wax, 
as were the lip line and angle of the mouth. These landmarks were outlined in 
the wax with brass ligature wire. Standard cephalometric roentgenograms were 
taken with the shield in place. 

The method was applied to a study of forty children recruited from the 
orthodontic clinic waiting list. The resultant information was organized and 
recorded in a manner which would facilitate statistical analysis of the following 
subjects: (a) relationship between the shape of the dental arches and the out- 
line of the maxilla and mandible at points of muscle attachment; (b) coincidence 
of some irregularities of the teeth, such as labioversion of the upper molar or 
cuspid, with recognizable muscle configurations; and (¢) changes in the rela- 
tionship between soft tissue, skull, and denture resulting from orthodontie treat- 
ment. 


Behavior of Soft-Tissue Components of the Face as Revealed by Physio- 
graphic Cinematography: By Robert Elliot Rosenblum, B.S., D.M.D., 
Eastman Dental Dispensary, Rochester, New York. 


Physiographic cinematography is a method for oriented and standardized 
recording of functional changes in the surface topography of the face. Standard 
slide projectors have been modified and stabilized to project grid lines on the 
subject’s face. These result in contour lines when photographed at right angles 
to the projector axis. Standard reference planes are used to orient the subject’s 
head. A 16 mm. motion picture camera is used to photograph the patient’s face 
during the various functions. Both a frontal and a lateral series are filmed. 
The resulting motion picture film is spliced into a loop of a given function for 
normal speed, slow motion, and frame-by-frame analysis using a modified ana- 
lytie projector. 

Frame-by-frame analysis permits an evaluation of degree of movement and 
degree of contour change against a time base. Subjects with severe malocclu- 
sion, cleft palate, and/or cleft lip, as well as those with good occlusion, are being 
studied by this method. At present, attention is being centered on changes in 
surface topography during deglutition, but records of speech and mastication 
are also being obtained for future study. 

Some of the questions which this study is attempting to answer are the 
following: 


1. What is the relationship, if any, between the malocclusion and/or 
congenital defect and the perioral muscle behavior pattern? In 
other words, does the subject have an abnormal behavior pattern of 
his perioral musculature (including the so-called perverted or vis- 
ceral swallowing activity)? 

. Is there a greater incidence of a characteristic behavior pattern in 
those with severe malocclusion and/or congenital defect than in those 
with good occlusion? 

. What is the effect of orthodontic, surgical, or prosthetic treatment 
upon an abnormal perioral behavior pattern? 


Data utilizing this technique are being gathered and evaluated and should 
prove valuable in an analysis of the functional activity of the soft-tissue com- 
ponents of the face. 
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A Study of Buccofacial Tissue Dynamics as Related to Tooth Alignment: 
By Bruce B. Snyder, D.D.S., M.S.D., University of Nebraska College of 
Dentistry, Lincoln, Nebraska. 


The purpose of this investigation was to: 


(a) Determine the extensibility properties of buccofacial tissue in the 
maxillary premolar area. 

(b) Determine the force (magnitude) exerted by the buccofacial tissue 
at rest on the buccal surface of the maxillary premolars. 

(c) Demonstrate the effect of the force value described above on the 
alignment of the first premolars. 

(d) Demonstrate buceal tooth movement due to lingual muscular forees. 


Utilizing a specially designed lever-weight deformation apparatus, forty- 
eight Caucasian subjects, 9 to 56 vears of age (six female), produced extensi- 
bility curves under progressive load increments of 25 grams to a total of 200 
grams. 

Extrapolation of the extensibility curves produced a mean value of 6.75 
grams, which was converted to a resting buecofacial tissue foree in pounds per 
square inch. 

The coneluding portion of this study was devoted to measurement of tooth 
movement. Two first premolars, diagnosed for orthodontic extraction, were 
relieved on their mesial, distal, and occlusal surfaces; one premolar was increased 
in buecolingual width by placement of a gold onlay on the buceal surface, the 
other premolar received an onlay on its lingual surface. The contralateral 
first premolars were used as controls. Forty-eight measurements were taken 
at three-day intervals. 

The following observations were noted: 


1. The extensibility curve of the cheek as measured in the maxillary 
premolar area is nonlinear and hyperbolic in form. This curve 
does not conform to Hooke’s law but approximates a logarithmic 
function. 

. Tooth movement as a result of buccal tissue foree was demonstrated 
(0.013 inch in forty-eight days). 

. Tooth movement as a result of lingual muscular foree was demon- 
strated (0.009 inch in forty-eight days). 

. The buceal tissue force demonstrated in this study was found to 
be approximately 0.29 psi (28 gm./sq. em.) through extrapolation. 
This rest muscle force value is light by comparison to ‘‘aetive’’ 
lingual force values suggested in previous studies. 

. Buceal tissue force is basically light and continuous in action, limit- 
ing lateral (buceal) tooth position and over-all areh form. 

. It can be assumed that tooth position is in a state of equilibrium, 
by virtue of the fact that disruption in buccolingual tooth dimension 
brought about an adjustment in alignment. 

. In this study the unmodified (control) teeth held a relatively econ- 
stant equilibrium position. 

. Unknown forces, greater than the forces applied by either the lingual 
musculature or the buccofacial tissue, were observed to be operating 
in this study. These unknown forees did affect tooth alignment, 
counteracting lateral tooth movement (buccal or lingual) but per- 
mitting or effecting mesial and distal tooth adjustment. 


201 East C Sr. 
McCook, NEB. 
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News and Notes 


American Association of Orthodontists 
1961 Annual Meeting 


Preparations are continuing for this year’s meeting of the American Association of 
Orthodontists which will be held April 16 to 21, 1961, at the Denver Hilton Hotel in 
Denver, Colorado. A detailed program appeared in the January issue of the JOURNAL, but 
we take this opportunity to remind A. A. O, members that the following scientific papers 
will be presented: 


PRINCIPLES OF CRANIOFACIAL DEVELOPMENT ASSESSED BY EXPERIMENTAL BIOLOGY 
(the John Valentine Mershon Memorial Lecture). Louis J. Baume, D.M.D., 
M.S., Geneva, Switzerland. 

RECENT DEVELOPMENTS IN BIOLOGICAL STUDIES ON THE OSSEOUS SYSTEM. C. 
Willet Asling, M.D., Ph.D., Berkeley, California. 


RESEARCH AND MALOCCLUSION. Stanley M. Garn, Yellow Springs, Ohio. 


USES AND LIMITATIONS OF ELECTROMYOGRAPHY IN THE QUANTITATIVE STUDY OF 
SKELETAL MuscLte Function. Henry J. Ralston, Ph.D., San Francisco, 
California. 


SysSTEMIC DISTURBANCES IN RELATION TO GENERAL AND DENTOFACIAL GROWTH AND 
DEVELOPMENT IN CHILDREN. John F. Crigler, Jr., M.D., Melvin I. Cohen, 
D.M.D., and M. H. Wittenborg, M.D., Boston, Massachusetts. 

SECOND AND THIRD MOLARS: THEIR ROLE IN ORTHODONTIC THERAPY (A. B. O. 
thesis). Malcolm R. Chipman, Spokane, Washington. 


In addition, there will be a panel discussion of the above essays, a round-table dis- 
cussion of “Systems Versus Basic Principles in Orthodontics,” and general and registered- 
attendance clinics. 

Other traditional features of the meeting will include the annual Golden Anniversary 
Luncheon, presentation of the Albert H. Ketcham Memorial Award, a round-table luncheon, 
presentation of the Milo Hellman Research Award, and a number of pleasant social events. 


American Association of Orthodontists 
Registration of Guests at Annual Meeting 


To ensure full participation of all active members of the American Association of 
Orthodontists, the following classification of nonmembers eligible to attend and schedule of 
attendance fees, which will be charged at the time of registration, have been established 
for annual session of the Association at the Denver Hilton Hotel in Denver, Colorado, April 
16 to 21, 1951. 

A. No Attendance Fee. 

1. Full-time teachers in university dental schools. 

2. Full-time graduate or postgraduate students in university orthodontic de- 
partments. It will be necessary to present a letter from the dean of the 
school certifying the status of the student. 

3. Dentists from outside Canada or the United States of America who are 
members of recognized dental or orthodontic organizations. 
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4. Regular and associate members of the A. A. O. 
5. All wives in attendance. 
B. Attendance Fee—$10.00. 


1. Graduates (within the past three years) of university orthodontic depart- 
ments who are in Government service. 


C. Attendance Fee—$50.00. 
1. Graduates of University orthodontic departments who are not members of 
constituent societies of the American Association of Orthodontists. 
2. Other guests. 


From the observation deck of the lodge at Winter Park, Colorado, Janet Writer (Mrs. 
Russell Writer, Jr.) of Denver rests while she watches other skiers. Winter Park is close to 
Denver and provides slopes and snow conditions for all types of skiers, from novice to expert. 


(Photograph by Charles Grover, courtesy Colorado Ski Information Center, operated by the 
Denver Convention and Visitors Bureau.) ‘ 


Applications for guest privileges should be in the hands of the Credentials Committee 
sixty days prior to the annual meeting, and preregistration of such guests shall be compulsory. 
As published in the JouRNAL, those persons who would be classified under the heading 
of C-1 or O-2 above are required to apply to the chairman of the Credentials Committee at 
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least sixty days before the session for proper forms, which required (a) written endorsement 
by two active members of the A. A. O. in the applicant’s vicinity, (b) that the applicant 
be a member in good standing of the American Dental Association, and (c) that the 
applicant never has been rejected for membership in any of the constituent societies of the 
A. A. O. 

Those persons who would be classified under the headings of A or B are required only 
to submit credentials identifying themselves as being in one of these categories at the time 
of registration. Registration under categories C-1 and C-2 will be limited in keeping with 
available facilities and accommodations. 


Note: Associate members of the A. A. O. now come within a separate category covering 
membership in constituent societies and are no longer regarded as guests. Therefore, no fee 
will be required for persons in this category. 

George E. Ewan, Credentials Chairman 
Bank of Commerce Bldg., Sheridan, Wyo. 


International Orthodontic Society for Research 


The first meeting of the International Orthodontic Society for Research will be held 
at 10 A.M. on Sunday, April 16, 1961, in the Silver Room of the Denver-Hilton Hotel, Denver, 
Colorado. A paper entitled ‘‘Evolution of the Head’’ will be presented by William Straus, 
Jr., Professor of Anatomy and Anthropology, Johns Hopkins University. This paper will 
be discussed by Bertram S. Kraus, University of Washington, and Melvin L. Moss, Columbia 
University. 


This meeting is open to all members of the American Association of Orthodontists. 


Great Lakes Society of Orthodontists 


The thirty-first annual meeting of the Great Lakes Society of Orthodontists was held 
Nov. 27 to 30, 1960, at the Hotel Netherland-Hilton in Cincinnati, Ohio. 

The meeting began on Sunday evening, November 27, with an informal cocktail hour 
where friends met again after a year’s interim, exchanging news, renewing friendships, and 
forming new friendships. Dinner and a party for those caring to attend were held at the 
Beverly Hills Country Club. 

The society breakfast and first business session were held on Monday morning. The 
blessing and invocation was pronounced by Rev. Allen Person. 

President H. Irving Miller opened the business meeting. He introduced Dr. James 
Hartman, Vice-President of the Ohio State Dental Association, who extended greetings. The 
President’s address was followed by the usual order of business. 

The first session of the scientific program was presided over by Richard Beatty. Cecil 
Steiner of Beverly Hills, California, presented a paper entitled ‘‘Cephalometrics as an Aid 
to Plan and Assess Orthodontic Treatment.’’ This was followed by a paper entitled ‘‘Man- 
dibular Ostectomy and Osteotomy’’ by Robert Ponitz of Ann Arbor, Michigan. 

William R. Humphrey of Denver, Colorado, president of the American Association of 
Orthodontists, addressed the group at the Fellowship Luncheon. 

Paul Ponitz presided over the afternoon session, at which Robert Moyer of Ann Arbor, 
Michigan, spoke on ‘‘Control of Anchorage and Retention in Extraction Cases’’ and Sidney 
Asher of Chicago, Illinois, presented a paper entitled ‘‘ Extra Oral Traction Therapy.’’ 

Table clinics were held Monday evening. These were presented by members and by 


some of the essayists supplementing their oral presentations. This was followed by the gala 
‘*Over-the-Rhine’’ party. 
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An innovation, the American Board Breakfast, started Tuesday’s activities. Arthur 
Lewis presided over the breakfast, and Edward Martinek of Detroit, Michigan, a past presi- 
dent of the American Board of Orthodontics and of the American Association of Ortho- 
dontists, was the speaker. 

James Reynolds presided over the scientific session on Tuesday morning. David Hamil- 
ton of New Castle, Pennsylvania, presented a paper on ‘‘Thumb Sucking—Facts, Fictions, 
Permissive Treatment.’’ The second speaker was Cecil Steiner, who continued with the 
subject that he had opened on Monday morning. 

The Past President’s Luncheon on Tuesday was well attended. 

Herbert Frankel presided over the Tuesday afternoon session. Joseph Jarabak of 
Gary, Indiana, discussed ‘‘Light Wire Differential Forces in the Treatment of Dental Mal- 
occlusions,’’ and Samuel Ackerman of Cincinnati, Ohio, spoke on ‘‘The Edgewise Appliance 
as Used With Extraoral Therapy.’’ 

On Tuesday evening the President’s Reception and Ball offered a welcome diversion 
after two full days of scientific sessions. George Harris presided with his usual finessé, and 
the dinner, the entertainment, and the dancing were enjoyed by all present. 

On Wednesday morning, at a session presided over by Lewis Pinney, Joseph Jarabak 
presented a continuation of the subject that he had opened on Tuesday afternoon. Cecil 
Steiner then concluded the discussion that he had begun on Monday and Tuesday. 

After the final business session, the meeting was adjourned. 

A wealth of scientific material was presented by the essayists at the meeting in Cin- 
cinnati. If only it could be absorbed for mental filing, ready to be called into use in our 
workaday world! We thank all of the speakers for their generosity. 

Henry D. Cossitt, Editor. 


American Dental Association 
MEETING WITH RIBICOFF HELD* 


Representatives of the Association met Thursday morning in Washington, D. C., with 
Gov. Abraham A. Ribicoff of Connecticut, Secretary-designate of Health, Education and 
Welfare. On hand for ADA were Pres. Charles H. Patton, Sec. Harold Hillenbrand and 
Bernard J. Conway, assistant secretary for legal affairs. No report on the conference was 
available as this issue of ADA News Letter went to press. But it was expected that dis- 
cussions centered around development of federal programs designed to improve the dental 
health of the public. Meanwhile, leaders of American Medical Association are reported to 
have pledged their cooperation to Governor Ribicoff. Dr. E. Vincent Askey of Los Angeles, 
president, and three other AMA officials conferred with the governor for an hour and a half 
Jan. 6 in New York. The subject of health care for the aged marked the discussion. Dr. 
Askey and his associates told the governor they were ‘‘ready and willing’’ to assist in im- 
plementing the Kerr-Mills Medical Aid to the Aged Act, passed at the last session of Congress. 


ASSOCIATION TELLS POSITION* 

The ADA announced its position on Monday, Jan. 9, reaffirming ‘‘opposition to the 
inclusion of health benefits within the OASDI provisions of the Social Security Act.’’ Said 
Pres. Charles H. Patton: 

‘We believe there are other methods which will be more effective in meeting the health 
care problems of the aged. We do not, however, question the motives of those who differ 
from us, and we believe our views are entitled to the same consideration. .. .’’ 


PATTON URGES SCIENCE FAIR ACTIVITYt 


Pres. Charles H. Patton has urged state and local dental societies to begin immediately 
to take part in science fair programs. ‘‘In addition to offering dental societies readymade 


*From the ADA News Letter, Jan. 15, 1961. 
+From the ADA News Letter, Feb. 1, 1961. 
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possibilities for improving public relations, science fairs provide an important medium for 
stimulating interest on the part of outstanding students in pursuing dental careers,’’ Dr. 
Patton said. Science Fair Kits have been sent to all constituent and component societies. 
Individual kits may be obtained on request from the Council on Dental Research at the ADA 
P Central Office. The national fair will be held May 10-13 in Kansas City; preliminary fairs 
; usually are held from February through April. ‘‘It is essential that dental society programs 
proceed without delay,’’ Dr. Patton said. 


FOUNDATION REPORTS DENTAL GRANTS* 


The W. K. Kellogg Foundation paid out $319,000 in grants to dental schools, societies 
* and institutions during 1960, according to the Foundation’s annual report. Among dental 
; programs supported by the Foundation were the survey of dentistry, development of teacher- 
training, dental hygiene testing and education, placement of new dental practitioners, and 
continuing education of dentists. In commenting on the state of dentistry, 1960, the report 
noted attempts by some laboratory technicians in Canada and the United States to obtain 
legal sanction for dealing directly with the public. Such proposals, the report said, ‘‘con- 
stitute a very serious challenge to the dental profession and a real threat to the high standard 
of quality that has caused American dentistry to be generally recognized as pre-eminent 
throughout the world.’’ 


Puerto Rico Orthodontists Association 
of the 


Formal announcement is made of the formation 
Association. The officers are as follows: 


Puerto Rico Orthodontists 


President, Lemuel de Jestis 
Vice-President, Jaime de Jests 
Secretary, Luis Toro 
Treasurer, Virgilio Fossas 
Director, Acevedo 


Joint Council to Improve the Health Care of the Aged 


¢ An expanded program of activity on the local level was announced on Jan. 24, 1961, 
by the Joint Council to Improve the Health Care of the Aged as it announced officers for 
1961. 

Dr. Charles H. Patton of Philadelphia, president of the American Dental Association, 
has been elected chairman of the Joint Council for the year. Dr. Patton’s election was 
announced by Howard I. Wells, Jr., executive secretary of the Joint Council, who has been 
re-elected secretary-treasurer. The new chairman will preside for the first time at a meeting 
of officers and directors of the Joint Council in Chicago on March 8. He succeeds Ray E. 

‘ Brown of Chicago, a past president of the American Hospital Association. 

Dr. Leonard W. Larson of Bismarck, North Dakota, president-elect of the American 
Medical Association, is the new vice-chairman of the Joint Council. He succeeds Dr. Paul H. 
Jeserich of Ann Arbor, Michigan, immediate past president of the American Dental As- 


sociation. 
Outlining the Joint Council’s program for the year, Wells said that local persons in 
‘ the health professions will be urged to assess the health needs of the elderly in their par- 
ticular regions. Among groups that will receive particular attention in local surveys are the 
i institutionalized and homebound chronically ill and aged. 


The Joint Council was formed in 1958 under joint sponsorship of the American Dental 
Association, the American Hospital Association, the American Medical Association, and the 


*From the ADA News Letter, Feb. 1, 1961. 
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American Nursing Home Association. 
are twofold: 


Wells said that current objectives of the Joint Council 


To correlate the efforts and resources of member organizations as the prin- 
cipal purveyors of health care for the aged. 


To establish liaison and a cooperative relationship with other organizations 
working in the area. 


Columbia University 


The School of Dental and Oral Surgery of Columbia University announces the following 
courses for qualified orthodontists: 


Twin-wire Appliance Therapy. Dec. 4 to 8, 1961. Joseph E. Johnson and 


associates. 

Edgewise Appliance Therapy. March 5 to 10, 1962. Clifford L. Whitman and 
associates. 

Applied Roentgenographic Cephalometry. March 14 to 16, 1962. Henry I. 
Nahoum. 


Preventive Orthodontics. July 10 to 14, 1961. Nicholas A. Di Salvo, Walter 
G. Spengeman, and staff. 


Death of Henry Westhoff 


Henry F. Westhoff of St. Louis, former vice-president of the American Dental Associa- 
tion, died on Jan. 23, 1961. Dr. Westhoff served as general chairman of the general com- 
mittee on local arrangements for the 1952 annual session of the ADA in St. Louis, and he 
was a long-time member of the American Association of Orthodontists. 


Notes of Interest 


L. Floyd Heier, D.D.S., 4011 St. Claude Ave., New Orleans, Louisiana, announces the 
limiting of his practice to orthodontics. 


Arthur C. Reed, D.D.S., announces the opening of his office for the practice of ortho- 
dontics at 7948 Long Point Rd., Houston, Texas. 

Sydney Schwitz, D.D.S., announces that his practice at 1228 Wantagh Ave., Wantagh, 
New York, is limited to orthodontics. 

Abraham Silverstein, B.S.D., D.D.S., M.S., announces the removal of his office for 
the exclusive practice of orthodontics from 2070 Grand Concourse, Bronx, New York, to 3925 
Henry Hudson Parkway West, Riverdale, New York. 


Forthcoming meetings of the American Association of Orthodontists: 


1961—Denver Hilton Hotel, Denver, Colorado, April 16 to 21. 
1962—Statler Hotel, Los Angeles, California, April 28 to May 3. 
1963—Hotel Fontainebleau, Miami Beach, Florida, May 5 to 9. 
1964—-Palmer House, Chicago, Illinois, May 10 to 14. 
1965—Dallas Statler-Hilton, Dallas, Texas, April 25 to 30. 
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OFFICERS OF ORTHODONTIC SOCIETIES* 


The AMERICAN JOURNAL OF ORTHODONTICS is the official publication of the 
American Association of Orthodontists and its component societies. The Editorial 
Board of the JOURNAL is composed of a representative of each of the component 
societies. 
American Association of Orthodontists 
(Next meeting April 16-21, 1961, Denver) 
President, William R. Humphrey - - - - ~ - - Republic Bldg., Denver, Colo. 
President-Elect, Dallas R. McCauley - - -~ - - "410 8. Beverly Dr., Beverly Hills, Calif. 
Vice-President, Cecil G. Muller 35th. Ave., Omaha, Neb. 
Secretary-Treaswrer, Earl E. Shepard -~ - - - - - 225 South Meramec, Clayton, Mo. 


Central Section of the American Association of Orthodontists 
(Neat meeting Oct. 1-3, 1961, Minneapolis) 
President, Henry E. Colby  - - - 1850 Medical Arts Bldg., Minneapolis, Minn. 
Secretary: Treaswrer, Kenneth E. Holland - - 1016 Sharp Bldg., Lincoln, Neb. 
Director, G. Hewett Williams - ~ ~ ~ ~- 811 Elm 8St., Winnetka, Il. 


Great Lakes Society of Orthodontists 
President, Hunter I. Miller 1416 Mott Foundation Bldg., Flint, Mich. 
Secretary, Edward A. Cheney 1201 Bank of Lansing Bldg., Lansing, Mich. 
Director, Harlow L. Shehan 601 Jackson City Bank Bldg., Jackson, Mich. 


Middle Atlantic Society of Orthodontists 

(Next meeting Oct. 1-8, 1961, Atlantic City) 
President, Paul V. Reid ~ ~ ~- - - - - - Medical Arts Bldg., Philadelphia, Pa. 
Seoretary- Treasurer, Charles 8. MEG ae ee Mayfair Apts., Atlantic City, N. J. 


Northeastern of Orthodontists 
President, Henry C. Beebe ~ 60 Charlesgate West, Boston, Mass. 
Seoretary- -Lreaswrer, David Mossberg - - - 36 Central Park New York, N. Y. 


Pacific Coast Society of Orthodontists 

(Next meeting Aug. 6-10, 1961, Seattle) 
President, E. Allen Bishop 703 Cobb Bldg., Seattle, Wash. 
Secretary. -Treasurer, Warren A. Kitchen _ _ _ _ 2037 Irving St., San Francisco, Calif. 
Director, William Smith _ 2530 Bissell "Ave., Richmond, Calif. 


Rocky Mountain Society of Orthodontists 
President, H. C. Pollock, Jr. - 915 8, Colorado Blvd., Denver,.Colo. 
Secretary: Treasurer, Hubert J. Bell, Colfax, Lakewood, Colo. 
Director, Ernest T. Klein ~ ~ ~ ~ ~ ~ ~ ~ ~ 1707 Republic Bldg., Denver, Colo. 


Southern Society of Orthodontists 
(Next meeting Nov. 5-8, 1961, St. Petersburg) 
President, Charles E. Harrison 362 Sixth St., S., St. Petersburg, Fla. 
Secretary-Treasurer, William H. Oliver i ee Broadway, Nashville, Tenn. 
Director, Boyd W. Tarpley - - - - - - ~ 2118 Fourteenth Ave., S., Birmingham, Ala. 


Southwestern Society of Orthodontists 
President, Bibb Ballard - - - 17713 Inwood Rd., Dallas, Texas 
Secretary- ‘Treasurer, Tom M. Matthews - - - - - 8215 Westchester Dr., Dallas, Texas 
Director, Nathan Gaston ~ ~ ~ ~ 701 Walnut St., Monroe, La. 


American Board of Orthodontics 
(Neat meeting April 10-15, 1961, Denver) 

President, Wendell L. Wylie - - - - - University of California School of Dentistry, 

San Francisco, Calif. 
Vice-President, J. A. Salzmann - - - - 654 Madison Ave., New York, N. Y. 
Secretary, Alton W. Moore. ~- University of Washington School of Dentistry, Seattle, Wash. 
Treasurer, Paul V. Reid - ~- 1501 Medical Arts Bldg., Philadelphia, Pa. 
Historian, B. F. Dewel - 708 Church St., Evanston, 
Director, Frank P. Bowyer 608 Medical Arts Bldg., Knoxville, Tenn. 
Director, Nathan G. Gaston - - - - - - - - - - 701 Walnut 8t., Monroe, La. 


*In order to keep this list up to date, the editor depends on the various sectional editors to 
notify him immediately of changes in officer personnel. 
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ADERER NO. 4 WIRE: 


This high-fusing platinum gold alloy pro- 
vides great strength, elasticity and pliability. 
It is highly recommended for base wire, 
main and auxiliary wires such as finger 
springs — and for applications requiring a 
high degree of elasticity. 


ADERER NO. 3 WIRE: 


This is one of the finest wires available. 
It is an alloy of platinum and gold, well- 
adapted for orthodontic work. Despite its 
lower cost, it is high-fusing, has the same 
elastic qualities as No. 4 Wire but offers 
slightly less resistance to rupture. 


ADERER NO. 1 WIRE: 


A platinum-gold alloy wire used successfully 
for the same purposes as No. 4 Wire and 
with the same technique. Although its fusion 
temperature is somewhat lower than No. 4, 
it still may be used with any good grade of 
solder. The properties of No. 1 Wire are 
superior to many competitive higher-priced 
wires. 


MULTI-ORTHO WIRE: 


Here, low cost and low specific gravity pro- 
vide advantageous economy in a high-fusing 
wire with exceptionally fine tempering 
qualities. 


ADERER WIRES ARE AVAILABLE IN ALL GAUGES AND SHAPES—ROUND, 
HALF-ROUND, SQUARE AND RECTANGULAR 


PHYSICAL PROPERTIES OF ADERER GOLD ORTHODONTIC WIRES 


NAME ULT. TENSILE PROPORTIONAL FUSION ELONGATION YIELD PT. COOLING 


STRENGTH LIMIT 


TEMP. °F IN 2” STRAIN PERIOD MIN, 


153,400 OC 117,600 


‘ADERER NO. 4 WiRE 1'4500 @ 74,400 


1877 65 


00735 30 


‘ADERER NO. 3 WIRE 108300 @ 63,600 


150,500 OC 107,500 


ADERER NO. 1 Wire 10.000 @ 60,000 


173,500 OC 130,000 


‘MULTI-ORTHO WIRE 


March, 


92,400 63,000 
130,400 OC 110,600 


"ADERER GOLDS 
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Julius Aderer, Inc., New York - Chicago 


JULIUS ADERER, INC. > NEW YORK CITY + CHICAGO 
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BARGER MODEL As tale lid box has sight com- 
BARGER partments for individual casts and measures 
11”x7"x 2". Available for immediate shipment. 


In lots of 50, 

per box 40c. @ Neat clean storage 

In lots of 100, ®@ Keep serial casts together 

per box 35c. e Fits standard office cabinets 

to cl Elkhart, e Attractive black leatherette finish with brass pull 
ndiana. 


and label holder. 
Packed 50 boxes 


per shipping case. 


Each Funt Model Box has two sliding 
drawers with four cells in each drawer. 
Boxes can be stacked as desired and yet 
each drawer can be pulled open as needed 
without disturbing boxes that may be 
above or below it. 


@ Each sliding drawer holds four casts —8 


casts per box FUNT MODEL BOX 
© Color-coded index tabs included for use in PRICE LIST 
case identification In lots of 50—100, 


@ Size 11%" x 7%" x 1%" with 2 drawers each ner box 75¢ 
containing 4 separate cells. In lots of 150—500 
@ Convenient portability for home, group studies : 


70¢ 
Smart black leatherette exterior with brass _ box 
pull and label holders In lots of 550—1,000, 


per box 65¢ 
E BOX AND PRINTING CORPORATION 
1511 West Lusher Avenue Elkhart, Indiana 


TWIN ARCH FORMER 


A finely machined, precision instrument 
with replaceable case-hardened heads. 
Center twin wire lock insures even pull 
from one or both sides. End crimping 
device and millimeter rule permit quick 
fabrication. Takes up to .011 twin wire and 
.012 x .022 flat wire. Polished chromium 
finish on black wood base. 


$45.00 plus postage 


P & W Mfg., 914 Security Bank Bldg. 
Battle Creek, Michigan 


Changing Your Address? 


WHEN YOU MOVE, PLEASE— 


(1) Notify us to change your address—allow us six weeks to make the change. 

(2) Mention the name of this Journal. (We publish twelve periodicals. ) 

(3) Give us your old address. If possible, return the addressed portion of the envelope in 
which we sent your last copy. 

(4) Give us your new address—complete—including the Postal zone number. 

(5) Please print your name and address. 


Thank You! 


Circulation Department, The C. V. Mosby Company, Publishers, 3207 Washington Blvd., 
St. Louis 8, Mo. . 
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For Force, the 


proven, widely accepted 


Headgear 


1. Direction of force varied by simple ad- 
justments. 

. Amount of force varied as desired by 
selection of standard types of ligatures. 

. Maximum patient cooperation assured 
because of ease of application and use. 

. Can be used repeatedly by sterilization 
of button mechanism, and replacement 
of ribbon assembly at a very nominal cost. 

3. Precision workmanship guaranteed. 


Brochure and price information on request 


SPECIALIZING IN RETAINING 
APPLIANCES AND MODELS 


OLYMPIC LABORATORIES 


Serving the Orthodontist exclusively for over 20 years 
995 SOUTH WESTERN AVE., LOS ANGELES 6, CALIFORNIA 
Phone: REpublic 3-1658 


We Offer a Time Saving Service 
to the Orthodontist and the 
General Practitioner. 


STUDY MODELS of Perfection 
(Artistically Hand Sculptured 
and Accurately Articulated ) 
Hand Polished and Printed to 


Your Specifications. 


Cottel Studios 


2067 BROADWAY 
NEW YORK 23, N. Y. 
TRAFALGAR 7-4925 


COAST-TO-COAST-SERVICE 


Interesting information available upon request. 
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Measure the 
PRECISION ENTERPRISES 


“DONTRIX” Will Measure Up to 16 oz. Don’t Guess 
TEN DAY Free TRIAL. BUY FRoM YOUR DEALER OR DIRECT. $12.50 PREPAID. WORLDWIDE 


MANUFACTURED 
AND COPYRIGHTED BY 
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Sntroducing | 


This regular edgewise bracket with | 
double rotating arms may well aid the } 


ushering of a new era into ortho- 
dontics. Designed by Dr. Paul Lewis, 
it is one of the few ideas advanced in 
recent years that definitely makes work 
easier for the busy orthodontist of 
today. A few of the advantages 


gained with this bracket are— 


@ No staples are necessary. 


@ Rotation of teeth is effected ' 
early in treatment by light, ’ 
round archwires and conven- 
tional ligature ties. 


@ Once the rotated tooth has ) 
been corrected, its new position : 
is maintained by the rotating 
arms. 


® Greater control of the teeth is 
possible from _ the starting 
small round archwires to the 
edgewise, therefore less sore- 
ness. 


Available in two sizes, short and long. 


Write for descriptive literature. 


THE WILKINSON COMPANY 


Box 303 
SANTA MONICA, CALIF. 
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Judge for Yourself! . 


The best judge of S-C Dental Cement is—youl 


Try it in your practice, and you'll see for your- 
self how easy it is to apply, how smooth and 
cool. Once set, S-C Cement grips firmly and 
won't let go despite stress of chewing and 
washing action of oral fluids. With S-C Cement, 
you know your work will last. 

Dentists everywhere have brought in a ver- 
dict in favor of S-C Cement. Conduct your own 
trial and we'll pay the costs in the form of a 
generous free sample. Just fill in and mail the 


coupon (in your professional envelope, please). 


S-C CEMENT 


O] 
STRATFORD-COOKSON COMPANY 


550 Commerce Drive, Yeadon, Pa. 
Manufacturers of Fine Dental Products for 48 Years 
Please send me a sample of S-C Cement, without 
charge or obligation. 


DENT-SPEC LABORATORIES, INC. 
131% MT. AUBURN STREET 
. CAMBRIDGE, MASS. UN 4-4728 


Dent-Spec Laboratories, Inc., unconditionally 
guarantees the accuracy of fit of all appliances. 
Fine materials and workmanship are a part of 
every case. All work is begun the day it is re- 
ceived and returned to you in the shortest possible 
time. All appliances are delivered in attractive 
retainer box. Please mark insertion date so that 
we can comply with your appointment schedule. 


ANATOMIC RECORD MODELS 
Supplied with self-storing, labeled model box. 


ELASTIC RETRACTION APPLIANCE 


DENT-SPEC RETAINER 


DENT-SPEC LABORATORIES, INC. 
131% Mt. Auburn St., Cambridge, Mass. 


Gentlemen: 


Please send complete information on all DENT- 
SPEC Services & products. 


Dr 
Address. 
City 
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Ease the burdens 


Fig. 238. Typi- 
cal lateral and 
frontal orthodia- 
graphic roent- 
genograms show 
anatomic land- 
marks in three 
dimensions of 
space, one of 
more than 700 
instructive illus- 
tions in this 
revision. 


with many of the new and alternative orthodontics procedures described 


PRACTICAL ORTHODONTICS 


by George M. Anderson, D.D.S. 
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of a busier 


practice 


in the new 9th edition of 


If you have been working in an atmosphere of continually increasing patient load, 
you may be able to ease this burden with many of the new ideas and alternative 4 
orthodontic procedures found in the new 9th edition of PRACTICAL ORTHO- 
DONTICS. This practical book with its more than 700 pertinent illustrations and its 
concise well-balanced text does not stress any one school of thought in orthodontics; 
rather it discusses every approach in sufficient detail to give you a well-balanced 
presentation of the best ideas from many sources that can assist you in finding prac- 
tical, modern solutions to many of your problems. You'll find discussions of such 
clinical subjects as: 


How to obtain a clearer understanding of the causes of malocclusion; 

How to approach treatment in an organized, logical way; 

How to apply all of the latest diagnostic techniques; 

How to at the needs of the patient in the selection of a suitable appliance; 
How to manage the unusual or “problem” case; 

How to handle cases which require surgery; and 

How to handle the difficult problem of extractions. 


By GEORGE M. ANDERSON, D.D.S., Sc.D., formerly Professor of Orthodontics, Baltimore 
College of Dental Surgery, Dental School, University of Maryland, Baltimore, Md. With the 
collaboration of PAUL A. DEEMS, D.D.S. and 3 contributors. Published September, 1960. 
9th edition, 738 pages, 6%,” x 9%”, 719 illustrations. Price, $18.00. 


Order on 30 Day Approval. Money Back Guarantee 


| The C. V. MOSBY Company | 
3207 Washington Boulevard, St. Louis 3, Missouri | 
| accept your offer to examine a copy of the new 9th edition of Anderson, | 
PRACTICAL ORTHODONTICS, priced at $18.00, on 30 day approval without | 


charge or obligation. A remittance with this order will save the mailing 
charge. 


| 

Payment enclosed Charge my account 

(Same return privilege) [] Open a new account for me | 

| 


This 30 day approval offer is limited to continental U.S. only. 
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C. Philip Adams “The Design and 
Construction of Removable Ortho- 
dontic Appliances.” New Revised 
2nd Edition. $5.50. 


P. R. Begg “Differential Force in Or- 
thodontic Treatment.”” Reprint from 
A.J.O. July, 1956. 4 Reprints, 1954 
A.J.O. All 5 Reprints. $6.00. 


Haup!l, Grossman and Clarkson 
“Functional Jaw Orthopedics” Trans- 
lated from the German. $12.00. 


Prof. A. M. Schwarz “Rontgenostat- 
Text and Figures in English. 
This work is the perfection of Paul 
Simon’s_ revolutionary system of 
“Gnathostatics” . . . . . $7.00 


LEO L. BRUDER 


95 Hanson Place, Dept. 66 
Brooklyn 17, N. Y. 


Specializing in 
OUT OF PRINT AND HARD TO GET DENTAL 
BOOKS AND JOURNALS 


Changing Your Address? 


When you move, please— 


(1) Notify us to change your address— 
allow us six weeks to make the 
change. 


(2) Mention the name of this Journal. 
(We publish twelve periodicals. ) 


(3) Give us your old address. If possi- 
ble, return the addressed portion of 
the envelope in which we sent your 
last copy. 


(4) Give us your new address—complete 
—including the Postal zone number. 


(5) Please print your name and address, 


P resenting 


an important contribution to the 
understanding of the relationship 
of orthodontics to over-all dental care 


INTRODUCTION TO 
ORTHODONTICS 


Edited by 
Anders Lundstrom, Odont. D. 


~— renowned specialists have collab- 
orated in writing this most important 
contribution to the understanding of the 
relationship of orthodontics to over-all 
dental care. This work emphasizes the 
maintenance of the natural dental and 
facial structures throughout the patient’s 
life rather than limiting treatment to adult 
dental prosthesis. 


Included in this modern work are 
chapters on facial embryology and de- 
velopment, swallowing and speech, and 
malocclusion, with reference to their im- 
portance in the understanding of ortho- 
dontic problems. This work also covers the 
role of genetic and non-genetic factors, as 
well as environmental influences and their 
importance in the total problem. Of par- 
ticular importance is the last chapter 
which presents information on the desir- 
ability of immediate or deferred treatment. 


315 pages, 6 x 9 
246 illustrations, $15.00 


Blakiston Division—McGraw-Hill Book Co. 
330 West 42nd St., New York 36, N. Y. 
201 Tamal Vista Dr., Corte Madera, Calif. 


You may send me for 10 days examination: 
Lundstrom: INTRODUCTION 
TO ORTHODONTICS 


$15.00 

Thank You! Name ------------------------------- 

Circulation Department, The C. V. Mosby Address 

Blvd., St. Louis 3, Mo. 
AJO-3-61 
March, 1961 
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ViIORE THAN 
EETS THE 


Physi : ans know that in every pint of 
bloo lie vital hidden treasures. 


fhe AMERICAN RED CROSS knows 
is, too. Through tne Blood Program, li- 
censed by the National Institutes of Health, 
it provides 


@ whole blood to hospitals served by 
the program 


@ blood for national emergencies 


@ blood derivatives to physicians and 
hospitals... serum albumin, gamma 
globulin, fibrinogen, fresh-frozen 
plasma and packed red cells 


® crude fractions for research 


Encourage donors to expand the availa- 
bility of life’s most precious fluid by giving 
blood wherever there are facilities for re- 
ceiving it. 
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FOR SALE: Established Orthodontic practice In southwestern 
Pennsylvania, community of about 150,000. Modern two 
chair, air conditioned office. Practice established 38 years 
ago. Twin-wire and tabio-lingual techniques. Reason for 
selling, il! health. Address inquiries to Box JC, American 
= _/ Orthodontics, 3207 Washington Bivd., St. Louis 
3, Missouri. 


FLORIDA LICENSED ORTHODONTIST— 
University trained. Desires part- or full- 
time association, partnership, location, or 
purchase of practice in Florida. Reply to 
Box DO, American Journal of Orthodontics, 
3207 Washington Bivd., St. Louis 3, Mo. 


LINKED ARCH APPLIANCE 
by Josern D. Berke, D.DS. 


ET) ER No other technique in use today 
=i: can deliver such gentle and con- 


trolled forces without 
torsions. A compact clinical manual ( 
pages, 39 illustrations). 


Price $7.95 (U.S.) Spanish Ed. $5.00 (U.S.) 
SEND REMITTANCE TO: 
LINKED ARCH PUBLISHERS 
Apartado 25354 Mexico 5 DF 


ORTHODONTIST wanted for association 
leading to possible partnership or purchase 
of established Los Angeles practice. Reply 
to Box CD, American Journal of Ortho- 
dontics, 3207 Washington Blvd., St. Louis 3, 
Missouri 


STUYVESANT PROFESSIONAL BUILDING 
NEW - FIVE SUITES 
One 600 ft. office available immediately 
Larger suite to be completed May 1961 
1146 Stuyvesant Avenue, Irvington, N. J. 
ES 3-1073 MU 6-0787 


ORTHODONTIST—desires association, part- 
nership, location or purchase of practice, 
New York City or suburbs. Two-year gradu- 
ate university trained in all major techniques. 
Please reply to Box PQ, American Journal of 
Orthodontics, 8207 Washington Blvd., St. 
Louis 3, Missouri. 


ORTHODONTIST—University trained in the Angle Edgewise 
Technique with advanced degree desires partnership, or pur- 
chase of practice, or an area which needs a well qualified 
orthodontist. Have several state boards. Please reply to 
Box OA, American Journal of Orthodontics, 3207 Washington 
Bivd., St. Louis 3, Missouri. 


ORTHODONTIC OFFICE for sale (no pa- 
tients), Queens, New York. Excelleut loca- 
tion, modern equipment and _ furnishings. 
Write Box DJ, American Journal of Ortho- 
dontics, 3207 Washington Blvd., St. Louis 3, 
Missouri. 


ORTHODONTIST wanted for association 
with busy Chicago practitioner. Excellent 
opportunity. Please write to Box EM, 
American Journal of Orthodontics, 3207 
Washington Blivd., St. Louis 3, Mo., giving 
training, experience, age and treatment 
methods followed. 


Orthodontist for group practice in Southern 
California. Must have California Board’s 
formal Edgewise training. Starting salary 
$18,000 per annum. Write Box LL, Amer- 
ican Journal of Orthodontics, 3207 Washing- 
ton Blvd., St. Louis 3, Mo. 


ORTHODONTIST wanted as associate in 
Twin-wire practice, California. Prefer indi- 
vidual desiring limited Semi-retired type 
practice. Reply to Box FR, American Jour- 
nal of Orthodontics, 3207 Washington Bivd., 
St. Louis 3, Missouri. 


Naya? 


NATIONAL HEADQUARTERS * TUCSON, ARIZONA 


March, 1961 
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Anatomic Record Models 


Dent-Spec Laboratories, Inc. -----_- 25 
Asher Face Bows 


Baker Solders 
Englehard Industries, Inc. --------_ 1 


Barger Model Box 
Barger Box and Printing Corporation 22 


Bi-Po Orthodontic Brushes 


CephalometriX 
Moss X-ray and Medical Equipment 
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Deepep Wire 
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Edgewise Brackets 
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Gold Wires 
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S-C Cement 

Stratford-Cookson Company 25 
Steiner Headgear 

Olympic Laboratories 23 
Steiner Spring Wing Rotation Bracket 

Study Models 


Twin Arch Former 


While every precaution is taken to insure accuracy, we cannot guarantee against the possibility of an 
occasional change or omission in the preparation of this index. 
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NO..K J OF A SERIES ON ELECTRIC SOLDERING 


T1961 ROCKY MOUNTAIN METAL PRODUCTS CO. ALL RIGHTS RESERVED. 


Even if you have an old, 1934 Rocky Mountain Welder, you can electrie solder 
with a carbon tipped, upper electrode and an anvil tipped, lower electrode. 
Tack weld materials for positioning... clean the carbon tip. . . flux liberally with 
R.M. Flux of liquid consistency . . . place bar solder over the materials . . . fuse 
and puddle the solder, as desired, by pressing and depressing the auxiliary switch- 
button beneath the handrest. If you would like to learn more about using this 
electric soldering assembly (one of 5 possible with R.M. Multi-purpose 
Machines), stop by the R.M. Exhibit at the next orthodontic meeting, or arrange 
to attend one of the Film, Demonstration, and Workshop Programs held ocea- 
sionally in our New York, Denver, and San Francisco Offices. 


|) ROCKY MOUNTAIN New York DENVER San Francisco 
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ANNOUNCING THE NEW ™~ EQUIPMENT LINE 


TOBE INTRODUCED DURING THE 1961 A.A.0. 
MEETING, DENVER, COLORADO, APRIL 16-20 


( introdude new: 
such items will 
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won't discolor in the mouth! 


5.5.White Edgewise Brackets 


can be used repeatedly! 


Anterior .050”’ wide M 452S 


over again. 


Pre-soldered Metalba* Edgewise Brackets are strong; remain clean in the mouth; can be 
soldered to; can be used on precious metal or Stainless Steel bands; and, used over and 


Posterior .100’’ wide M 452AS 


A convenient bracket for rotations as 
it provides two anchor points for liga- 
tures. Supplied without solder to permit 
slight bending if required. 


Anchor Tubes 


M 474 


10° 


Metalba* Anchor Tubes for use in con- 
nection with Torque Slot Edgewise 
Brackets. They are % inch long, rec- 
tangular tubes, with a bore of .022 x .028. 
The side of the tube which is to be 
soldered to the band has a 10 degree 
angle to permit it to fit into the Torque 
Slot Bracket assembly. 

*METALBA—platinum color, precious metal. 


Torque slot, Divided Triple-width Edgewise Brackets 


METALBA 


The angle of the wire slot in the Bracket gives direction to the 
Torque force of arch wire. 


% 


M 516 Torque 10° Width .140 inches 
M 517 Torque 10° Width .180 inches 
M 518 Torque 25° Width .180 inches 
M 519 Torque 45° Width .180 inches 


THE S. S. WHITE DENTAL 
MANUFACTURING CO. 
PHILADELPHIA 5, PA. 
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